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Blast* 


HAMILTON BAILEY, F.R.C.S. (Eng.), F.1.C.S. (Hon.) 
LONDON, ENGLAND 


previously it was known to com- 

paratively few, now it is on the 
lips and in the minds of all who treat 
the victims of total war. The principal 
reason for this is as follows: 

In the 1914-18 war the terrific com- 
pression or rarefaction wave set up by 
the detonation of high explosives usually 
spent itself in open country. In the bomb- 
ing of towns such waves are created in 
streets and other confined spaces, and 
cause effects varying from general muti- 


B veer is not a new phenomenon; 


lation to partial or even entire loss of’ 


clothing. Most of the cases of blast have 
come from bombed houses. If the victim 
is not killed outright the organs most 
frequently affected are the lungs. 

Blast should be divided into two great 
| varieties: air-transmitted blast and 
| water-transmitted blast. Before entering 
‘into detail upon the baneful effects of 

these physical forces upon men and ani- 
/Mals, it is incumbent upon us to have 
' some elementary knowledge of the ex- 
| plosive waves themselves. 
| Air-transmitted blast waves have three 
| components : 


1. Mass movement of air or gas is 
‘the cause of the shattering effect in the 
Mmediate vicinity of the explosion 

ig. 1). 

2. The positive pressure wave travels 
at 5000 feet per second, the same speed 
as that of sound. The critical distance 

‘about 20 feet away from the center of 

e explosion. The fall in pressure is 


"Presented at the Fourth International Assembly 
“the International College of Surgeons, held in 
York, June, 1943, 


Fig. 1. Photograph (exposure 1/1,000,000 sec.) of an 
explosion of a mixture of pentane and air. (Professor 
G. I. Finch) 


very rapid (Fig. 2). Thirty feet away 
from the explosion the pressure is only 
15 lbs. per square inch. 

3. The negatwe suction wave. 

Water-transmitted blast waves also 
have three components: 

1. Mass movement of water is, as one 
would expect, infinitely less than that of 
air. What one would not expect, how- 
ever, is that even when close to a ter- 
rific explosion, shattering effects do not 
occur. 

2. The positive pressure wave travels 
at first at the same rate as it does in air, 
viz. 5000 feet per second. However, the 
rate of fall in pressure is much slower, 
consequently pressure effects will be ex- 
perienced at a much greater distance 
from the explosion. The critical distance 
is about 80 feet from the center of de- 
tonation, i.e., at least four times more 
distant than an explosion on land. 
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3. The reflection wave. When the 
positive pressure wave from a depth 
reaches the surface, it is not transmitted 
to the air. It is reflected just as a beam 
of light is reflected from a flat mirror. 
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Fig. 2. The curve of blast air pressure. (A. R. P. 
Handbook, No. 5) 


ANIMAL EXPERIMENTS 


Zuckerman carried out experiments in 
which he exposed various animals to 
blast. The experiments were so ar- 
ranged that the animals did not sustain 
external injury, and there was no ques- 
tion of penetrating wounds. The out- 
standing pathologic lesion was bilateral 
traumatic hemorrhage in the lungs (Fig. 
3), and when blast had been sufficient to 
kill the animal, blood was found in the 
bronchial tree. Zuckerman concluded 
that blast bruises the lungs by its impact 
upon the body wall as opposed to its 
effects upon the air in the bronchial tree. 

Cameron, Short and Wakeley carried 
out a series of experiments with goats 
and other animals, subjecting them to 
water-transmitted blast. The outstand- 
ing pathologic findings, as in the case 
of air-transmitted blast were found in 
the lungs. The abdominal viscera suf- 
fered also in a high proportion of cases. 
One of the most frequent lesions to be 
found was subperitoneal and submucous 
hemorrhages in the walls of the hollow 
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Fig. 3. Severe hemorrhage in right lung of a rabbit 

which had been exposed to blast from the explosion 

of oxygen and hydrogen in a balloon. The animal was 

placed so close to the explosion that the right side 
shielded the other. (S. Zuckerman) 


viscera. Intra-abdominal organs were 
occasionally found to be ruptured. 
NECROPSY FINDINGS 


Death may result from the effects of 
blast on the lungs, heart, abdominal vis- 
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Fig. 4. The principal lesions found at necropsy in 
blast injuries-of the lungs. (After Shaw Dunn) 


cera, medulla or from air embolism or 
from a combination of these factors. 
Lungs. Everywhere on the pleural 
surfaces there are many small, fresh 
hemorrhages. The trachea and bronchi 
show numerous petechial hemorrhages, 
and there is some blood on the surface of 
the mucous membrane. The cut surface 
of the lung is most striking; there are 
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bright red points of hemorrhage to be 
seen everywhere. Professor Shaw Dunn 
states that these hemorrhagic spots, 
which vary in size from a pin’s head 
to a finger nail, are due to inhaled blood 
and are therefore secondary phenomena. 
The primary lesions are shown in Fig. 4. 
The damage to the lungs is more severe 
in younger subjects because of their com- 
paratively elastic thoracic walls. 

Histology. The characteristic findings 
are: (a) an extensive outpouring of 
erythrocytes, sometimes accompanied by 
fibrin formation and a deposit of blood 
pigment; (b) rupture of elastic tissue 
and capillaries; (¢) evidences of sec- 
ondary infection with streptococci (bron- 
cho-pneumonia). 

Abdomen. Multiple hemorrhages into 
the gut wall, both subperitoneal and sub- 
mucous, are often present. Rupture ‘of 
one or more of the viscera is occasion- 
ally found. 


CLINICAL FEATURES 
EFFECT OF BLAST UPON THE LUNGS 


It is often difficult to assess the rela- 





Fig. 6. About thirty hours after injury. Heavy 
mottling of left lung field; less on right. (O’Reilly 
and Gloyne) 


tive importance of blast on the lungs 
since blast injuries are often multiple 
and may be combined with the effects of 
nitrous fumes and with splinter injuries. 

Shock. There is a rapid development 
of severe shock. 

Dyspnea is a constant feature, particu- 
larly extreme expiratory dyspnea. 





Fig. 5. Patient after blast injury. Note fullness of 
lower part of the chest. (R. 8. Allison) 


Cyanosis. Usually the patient is pallid 
but somewhat cyanosed. Occasionally 
cyanosis is striking, and in cases where 
recovery has followed it tends to dis- 
appear after twenty-four hours. The 
picture may be confused by the admin- 
istration of sulphapyridine. 

Pain wm the chest is not unusual. 





Fig. 7. Radiograph taken within twelve hours of 
injury. Heavy mottling of the whole left lung field 


and right mid-zone. 
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Cough is at first unproductive, later 
sputum, often blood-stained, is brought 
up. Early hemoptysis is sometimes a 
leading sign which simplifies the diag- 
nosis. 

Physical signs. That blast injury to 
the lungs is present should be suspected 
when there are diminished movements of 
the diaphragm, fulness of the chest giv- 
ing it an emphysematous appearance, 
and impairment of resonance at one or 
both bases. It is usual to find the lower 
chest ballooned, especially in the region 
of the lower costal margin (Fig. 5). 

Signs of patchy consolidation, accom- 
panied by pyrexia, often develop within 
twelve to twenty-four hours. 

The effects of blast are much more 
disastrous in patients with lungs already 
diseased. 

Radiologic findings. The most typical 
sien is heavy mottling scattered over 
large areas of the lung fields (Figs. 6 
and 7). The most common finding, fre- 
quently bilateral, is a fuzzy linear zone 
of increased density situated just above 
the diaphragm (Gates). 

C. C. and M. T. Macklin have observed 
that in a few cases air can be demon- 
strated in the mediastinum radio- 
logically. This extravasation of air must 
be due to coughing when a rupture of. an 
alveolus is present. It might be relieved 
by needling. 


THE EFFECTS OF BLAST ON THE ABDOMEN 


Too little attention has been paid to 
the effects of blast upon the abdomen as 
opposed to the thorax. It is probable 
that in most cases damage to the intes- 
tines similar to that of the lungs, but on 
a minor scale, occurs; malena has been 
noticed in many of these cases, especially 
those of water-transmitted blast. It 
should be noted particularly that intra- 
abdominal injury—with intestinal per- 
foration of the small intestine as well 
as the large intestine—has occurred in 
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cases of water-transmitted blast  suffi- 
ciently often to warrant its very serious 
consideration. 

Pain in the abdomen is often an im- 
portant feature, but difficulties sur- 
rounding the diagnosis are considerable. 
It is true that laparotomy has been per- 
formed with negative findings on several 
oceasions. It is also true that numbers 
of patients with “blast abdomen” have 
recovered without surgical intervention. 
Nevertheless, a subparietal rupture has 
been revealed by timely operation suffi- 
ciently often to prompt the surgeon 
when in doubt to “look and see’”—under 
local anesthesia. There is one practical 
point to which attention is drawn. In all 
eases of blast, if facilities exist, a radio- 
graph will be taken of the thorax. At the 
same time the abdomen should be x-rayed. 
Gas beneath the diaphragm is a clear in- 
dication of the necessity for laparotomy. 
On the other hand the absence of gas in 
the peritoneum should not in any way 
bias the surgeon’s judgment. 


THE EFFECT OF BLAST UPON THE CENTRAL 
NERVOUS SYSTEM AND ORGANS OF 
SPECIAL SENSE 


It is not to be wondered at that the 
central nervous system suffers severely, 
and lesions, ranging from mental aber- 
ration to weakness of the limbs or tem- 
porary paresis, are commonplace. After 
being subjected to blast, even animals 
showed signs of their ordeal. Cows ceased 
to eat and had to be slaughtered; a dray 
horse suffered from mild paralysis. Rab- 
bits hopped aimlessly, and could be 
picked up by hand (Buxton). 

Ruptured ear-drums are almost the 
rule. Some of the patients develop puru- 
lent otorrhea. Hemorrhage into the an- 
terior chamber is a common ocular lesion. 


PREVENTATIVE MEASURES AND FIRST AID 


On land. If adequate cover is not avail- 
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able, the effects of blast can be minimized 
by lying down flat upon the ground. In 
cases of asphyxia due to blast, Schifer’s 
method of artificial respiration is contra- 
indicated. 

In water. When the trunk is protected 
by a life jacket made of kapok or other 
buoyant material, there is ample evi- 
dence that some protection is afforded 
from the effects of water-transmitted 
blast. In the absence of such protection, 
swimming on the back renders the sub- 
ject less liable to internal injuries. 


MANAGEMENT AND TREATMENT 


The treatment of blast belongs to the ° 


resuscitation department, and unless the 
surgeon is absolutely compelled, the pa- 
tient should not be taken to the operating 
theater until the condition has been 
remedied. There is no need to be in 
trepidation in administering an ade- 
quate dose of morphia to patients suffer- 
ing from blast injury to the lungs. It is 
obvious that if a patient is seriously 
shocked, priority will be given to the 
treatment of the shock. In- this connec- 
tion a very important point has been 
emphasized by Williams. The clinical 
and pathologic pictures of blast lesions 
of the lungs closely resemble those of 
acute pulmonary edema. It behooves us, 
therefore, to avoid overloading the circu- 
lation with extra fluid, a real danger 
when we are so anxious to combat shock. 
One of the chief principles of treatment 
of blast injury is to immobolize the pa- 
tient and disturb him as little as possible 
for a period of several days. 

Oxygen, administered preferably by a 
B.L.B. mask, should be the rule. If the 
mask is obnoxious to the patient, it 
should not be persisted with; a nasal 
catheter, preferably retained with Tudor 
Edwards’ spectacle frame, should be sub- 
stituted. Oxygen therapy produces strik- 
ing and lasting results in comparatively 
mild cases. 


In cyanotic patients with much dyspnea 
venesection has been recommended. This 
measure should never be performed in 
these cases without the approbation of a 
consulting physician. Sulphapyridine 
has been given prophylactically, in doses 
of two tablets four-hourly, but this ap- 
peared to have little effect in preventing 
the development of pneumonia. 

It ts essential that the anesthetist 
should bear in mind the possibility of 
blast before he anesthetizes the patient 
for an operation elsewhere in the body. 
If a patient suffering from blast must be 
operated on, local or intravenous anes- 
thesia should be employed. 

In patients suffering from the effects 
of blast upon the central nervous system 
the first consideration in treatment is 
absolute rest. In addition, magnesium 
sulphate per rectum has proved of value, 
and in a few cases 40 ce. of a 15 per cent 
solution of hypertonic saline, given in- 
travenously, has been praised by some 
observers. 


SUMMARY 


The various aspects of blast (air- 
transmitted blast and water-transmitted 
blast) are fully discussed. The effect of 
blast on the lungs, abdomen and central 
nervous system are described. Animal 
experimentation has revealed that the 
outstanding pathologic lesion is bilateral 
traumatic lung hemorrhage. Preventive 
measures and first aid treatment are 
described; oxygen therapy is recom- 
mended in treatment of blast. 
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SUMARIO 


Los varios aspectos de explosiones 
transmitidas por aire 0 por agua son 
ampliamente discutidas. El efecto de 
explosiones sobre los pulmones, el ab- 
domen y el sistema nervioso central son 
descritos. 

Experimentos en animales revelan que 
la lesién patalégica mas prominente es 
hemorragia pulmonar bilateral. Medidas 
profilacticas y tratamiento de primeros 
auxilios son enumerados. El uso tera- 
péutico del oxigeno es recomendado en 
el tratamiento de explosiones. 


RESUME 


Les différents aspects des explosions, 
qu’elles soient transmises par lair ou 
par l’eau, sont discutés 4 fond. L’auteur 
décrit les lésions pulmonaires  ab- 
dominales et nerveuses (centrales et 
périphériques) provoquées par les ex- 
plosions. L’expérimentation sur les ani- 
maux nous ont révélé que la lésion 
pathologique prédominante est l’hémor- 
rhagie bilatérale traumatique pulmo- 
naire. Les mesures préventives et les 
soins préliminaires sont décrits. L’emploi 
de Voxygéne est recommandé dans les 
cas de sinistrés par gas explosifs. 


BuBosE 


OQhdhexr B3phiBa B BO3Ayxe HM B BOsE 
BcectopoHue oO6cyaxjzeH. Taxkxe omucaH 
aphekT B3phBa Ha Jerkue, OpwulHyw o- 
JOCTh M WeHTpatHylo HepBHylO CucTeMy. 

OnuITH C XMBOTHEHIMH MOKa3HBaloT 4TO 
riaBHBIM WaTOIOrHYecKuM TOBpexseHueM 
ABBIACTCA OOOCTOPOHHOe TpaBMaTuIeCKOoe 
yerownoe KpoBou3sIuAHHe. OnucaHh mpes- 
XpaHHTeIbHbe MepHl HM MepBad MOMOMIE. 

B xevenuu KucIOpos OYeH, peKomeHsyeT- 
cA. 


NEWS ITEMS 


Among the activities planned for the Ninth 
Annual Assembly are a tour of hospitals and 
attendance at Clinics under the direction of 
Dr. Leonard D. Frescoln of Philadelphia, and 
participation by more than fifty prominent 
surgeons and others engaged in the work of 
rehabilitation and occupational therapy who 
will present twenty-minute papers during the 
morning and afternoon sessions. 

Among some of the special features to be 
shown are a new exhibit on War Activities 
by the American Red Cross and the original 
paintings “The Seven Ages of the Physician” 
through the courtesy of the Ciba Pharma- 
ceutical Products, Inc. and “Pioneers of 
Medicine” through the courtesy of Wyeth, In- 
corporated. 

Dr. Morris Fishbein will be the principal 


speaker at the Convocation exercises of the 
United States Chapter of the International 
College of Surgeons to be held on October 4 
when one of the largest classes in the history 
of the College will be accepted into Fellow- 
ship and Membership. Dr. Rudolph Jaeger, 
formerly of Denver, Colorado and now in 
charge of Neurosurgery at Jefferson Hos- 
pital, Philadelphia, will be inducted into office 
as the new president of the United States 
Chapter. 

The new president of the Cuban Society 
of Otolaryngology for 1944-1945 is Dr. Pedro 
Hernandez Gonzalo. 

Dr. Alberto Inclan, F.1.C.S., has been 
elected president of the Cuban Society of 
Orthopedics and Traumatology for 1944-45. 

(Continued on page 274) 























Administrative Procedures in the Handling of the 
Discharge of Disabled Service Men* 


COL. LEWIS SANDERS, FIELD ARTILLERY CHIEF, 
REEMPLOYMENT DIVISION 
WASHINGTON, D.C, 


HE administrative procedures 
herein described have as their ob- 
jective the reintegration into civil 
life of the members of the Armed Forces 
upon completion of their service to the 
Nation. The objective is paramount. 
The procedures and forms are a mere 
tool for the accomplishment of this ob- 
jective, and in all cases the tools have 
been subordinated to the human element 
involved. 

Every effort is made to handle each 
man as an individual and to make him 
feel that he is considered and treated 
as an independent person, having his 
own individual problems, and that he is 
not merely one of a mass being subjected 
to a rigid routine, to whose’ requirements 


‘the problems of the individual are 


subordinated. 

1. There are a number of admin- 
istrative agencies participating in the 
discharge and rehabilitation and reém- 
ployment of the disabled or handicapped 
service men. Each of these agencies has 
a specific function. This paper is pre- 
sented from the viewpoint of the Re- 
émployment Division of the Selective 
Service System of the War Manpower 
Commission. 

2. The Reémployment Division was 
created under Section 8 of the Selective 
Training and Service Act of 1940, and 
amendments, and is specifically charged 
by law with providing jobs either through 
reinstatement in old positions or finding 





*Presented at the Fourth International Assembly 
of the International College of Surgeons, held in 
New York, June, 1943. 
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new jobs for all ex-service men upon the 
completion of satisfactory service. It is 
authorized to utilize the facilities of all 
other government divisions, or to create 
such facilities as may be needed to carry 
out the obligation assumed by the gov- 
ernment to the service man. For the 
creation of specific services, it would, of 
course, require specific appropriations 
from Congress, in addition to the gen- 
eral obligation imposed upon it. This 
division operates primarily through 
planning, liaison and coérdination, and 
it seeks to utilize to the full and in addi- 
tion build up and strengthen those gov- 
ernment agencies already created to 
perform specific services for the veteran. 

Within the War Manpower Commis- 
sion it works in very close codperation 
with the U. S. Employment Service and 
the Veterans’ Placement Service affili- 
ated with it, as the primary means of 
placing the veterans in jobs, and it sup- 
plements this with volunteer committees 
to cover those phases of employment 
which experience has proved cannot be 
covered by any employment service, no 
matter how well and efficiently organ- 
ized, nor how heavily financed. But the 
Employment Service is still the primary 
means of placement, and all placements 


-are coordinated with them. 


3. The various agencies concerned in 
administrative procedures in the dis- 
charge and rehabilitation of the veteran 
are as follows: (For the sake of sim- 
plicity we will confine the description of 
the military end to the Army, as the 
Navy, Marine Corps and Coast Guard 
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set-up follows this functionally, but the handle all claims for pensions for 
different nomenclature of similar depart- partial or total disabilities, provide 
ments would merely tend to confuse the permanent hospitalization. for those 
picture) : requiring it, and prosthetic appliances 


for those needing them. (The latter 


(a) The War Department (Simi- 
larly, Navy, Coast Guard and Marine 
Corps), in which the following sub- 
divisions participate in the adminis- 
tration of demobilization: 

(i) The G-1, or Personnel Sec- 
tion, which is the manpower pro- 
curement and assignment section of 
the Army, and which handles mat- 


are generally supplied to the men 
while in the military hospitals upon 
requisition from the latter.) 


The Veterans’ Administration by re- 
cent legislation has also been charged 
with the vocational rehabilitation of ser- 
vice men, for which purpose it is author- 
ized to utilize on a reimbursement basis 
State and private agencies. 








ters of policy in regard to assign- i 
ment and discharge of personnel. 

(ii) The Surgeon General’s Office, (c) The Veterans’ Placement Ser- I 
which passes upon and compiles the vice. 4 
records of physical condition and (i) A section of the U. S. Employ- 
disability. ment Service, set up to deal espe- he 

(iii) The Adjutant General’s Of- cially with the employment of vet- — 
fice, which is the office of record, erans. sind 
through which pass the records of (ii) The U. S. Employment Ser- _ sie 
every man and officer in the service ; vice, with which the Veterans’ Place- 
which office also prepares all orders ment Service operates. This is a as 
carrying into effect policies ap- National employment service, oper- rth 
proved by the G-1 section of the ated by the United States Govern- ot 
Staff. ment for the benefit of all civilians — 

(iv) The Insurance Section of the and veterans alike in obtaining em- oo 
Adjutant General’s Office, through ployment. It maintains 1500 affili- : 
which is handled all of the service ated offices and some 3000 visiting volu 
man’s war risk insurance, premium offices, with a total personnel of eat a 
deductions, ete.* about 25,000, and it, in conjunction oa 

(v) The Finance Section, dealing with the Veterans’ Placement Ser- sig 
with final pay. vice, will constitute the permanent confi 

(vi) Quartermaster Corps, deal- job-finding agency of the country plan: 
ing with clothing, etc. after all the machinery set up espe- spect 

(vii) Ordnance Department, deal- cially to assist during the war effort abso! 
ing with weapons, cartridge belts, and the readjustment to peace has 5. 
ete. been closed up. point 
(b) The Veterans’ Administration, (d) The Vocational Rehabilitation — 

which receives as ultimate custodian Services maintained by the various 
the records of the medical examination States, under the jurisdiction of their Se 
of the service man on entrance to and Department of Education and financed oy 
discharge from the service, and who through funds of the Federal Govern- *Not 
~*Note: We are concerned only with items (i) ment, provided through the Federal mong 
through (iv), as the remaining sections are mere Security Administration. Until the tation. 
clearances for financial and property accounts, and do ° these #, 
not involve any functions in which we are interested. passage of the recent act, this was the proced “ 


- oe ee ee ee 


Rr 
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only agency we had available for voca- 
tional rehabilitation.* 

(e) American Red Cross — whose 
function is the official investigating 
agency of the Armed Services in ques- 
tions involving the family of the ser- 
vice man, as to hardship cases, etc., 
and which also provides financial as- 
sistance for those cases not provided 
for by law. 

(f) The Reémployment Division of 
the Selective Service System of the 
War Manpower Commission is 
charged with the general responsibility 
for seeing that the service man is 
properly reintegrated into civil life. 


4, The administrative principle gov- 
erning the operations of the Reémploy- 
ment Division is to utilize to the full the 
services of all the agencies listed in the 
preceding paragraph, and to support 
and assist them in every way. The Reém- 
ployment Division creates only such ad- 
ditional placement and administrative 
machinery as is found necessary to sup- 
plement the work of the established agen- 
cies, and all of such work conducted by 
the Reémployment Division is done by 
volunteers, in close codperation with the 
established government agencies. Ad- 
ministratively the National Headquar- 
ters of the Reémployment Division 
confines itself, as closely as possible, to 
planning, codrdination, liaison and in- 
spection, and reduces operations to the 
absolute minimum possible. 

5. From the human equation stand- 
point, each man is handled as an indi- 
vidual, and every effort is made to make 
him feel that his interests are handled by 
people who are concerned with him per- 
sonally, and not with a mere serial num- 





*Note: Educational facilities are being provided 
through the Education Council, and Vocational 
Training, as distinguished from Vocational Rehabili- 
tation, is also provided through State Services, but 
these facilities are not involved in the administrative 
procedures of discharge. 


ber or case. For this purpose there have 
been appointed Reémployment Commit- 
teemen affiliated with each local board 
of the United States. Their primary 
function is to act as employment advisor 
and counsellor to the returned service 
man, and as his liaison agent and follow- 
up man with all the established govern- 
ment agencies whose service may be 
needed by the veteran. The Reémploy- 
ment Committeeman operates in the 
closest codperation with the local U. S. 
Employment Office, and particularly 
with the Veterans’ Placement Repre- 
sentative. He receives the notice of the 
man’s discharge and other records and 
delivers them to the proper agency for 
handling the interests of the service man. 

6. There is in process of organization 
a series of Clearing House Committees, 
of which the National Committee has 
already been formed. The State Com- 
mittees will probably be formed during 
June, and the Town and Village Com- 
mittees in July or August. These Clear- 
ing House Committees consist of repre- 
sentatives of essentially all organized 
civic bodies in the community. Their 
task is to apportion to the proper civic 
body the handling of any particular case 
arising in connection with the veteran 
and his interests. They are also expected 
to organize community responsibility for 
the reintegration into civil life of the 
service man, and to apportion the load 
equitably among all parts of the com- 
munity, so that each member shall carry 
his or her share of the load and not have 
it concentrated on a minority of gen- 
erous-spirited people. 

7. The administrative procedure fol- 
lowed in the discharge of a man—and we 
will follow primarily the hospital dis- 
charge as being of direct interest to those 
attending this meeting—starts with the 
policy set up by the General Staff of the 
Army as to reclaiming handicapped men 
for limited service within the Army, 
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which policy affords the guide to the 
medical authorities and the discharging 
authorities. 

We are concerned primarily with the 
discharges from hospitals, of which there 
are approximately 309, both Army and 
Navy, in the Continental United States. 
These are the hospitals having over 250 
beds, 90 of which are general hospitals. 
Minor details vary in hospitals accord- 
ing to their physical facilities, as for 
example, in one of our major hospitals 
a convalescent department in separate 


buildings has been established, and all | 


ambulatory cases are immediately evacu- 
ated from the main hospital as soon as 
they reach this state and transferred to 
the convalescent section, in which case 
all of the procedures outlined are con- 
ducted in the convalescent section. In 
other hospitals there is no segregation, 
and the work has to be done in the 
regular wards. 

8. As soon as the medical authorities 
have tentatively decided that a man will 
be discharged from the service under 
what is known as a C.D.D. discharge, or 
physical disability discharge, the Red 
Cross director stationed at that hospital 
will be notified. The Red Cross will give 
to the patient a form letter advising 
him of the various facilities provided for 
his use by the United States Government, 
and will discuss with him any matters in 
that connection which he wishes. This is 
a preparatory step to an interview with 
the patient by a representative of the 
Veterans’ Placement Service, so that the 
service man will be adequately informed 
of the purpose of the interview and be 
able to get the greatest benefit from it. 

9. The Veterans’ Placement Service 
is now in process of training men espe- 
cially as interviewers for service in the 
various hospitals, and has already in- 
augurated this service in the naval hos- 
pitals with gratifying results, and will 
probably have it already installed in a 


number of the army hospitals by the 
time this paper is presented at your 
meeting. 


The purpose of the interview is: 


(a) To acquaint the service man 
with the job opportunities open to him, 
based on his previous experience and 
his now-existing physical handicaps— 
if there are any that interfere with 
his industrial employment; 

(b) To ascertain his preferences as 
to locality and type of job; 

(c) To give him the best vocational 
guidance possible; 

(d) In case he is in need of voca- 
tional rehabilitation or training, or in 
need of ordinary job training, to make 
the arrangements with the proper gov- 
ernment agency for providing the re- 
habilitation or training. 


The Veterans’ Placement man will 
make the necessary records of the ser- 
vice man’s educational and occupational 
history, both preservice and service, so 
as to provide an adequate groundwork 
for the employment offices in locating 
him in a particular job or directing him 
to the proper line of training. This in- 
formation is forwarded to the employ- 
ment office at the locality to which the 
man intends to proceed upon his dis- 
charge from the hospital. 

This is advance information based on 
the probability of the man’s discharge, 
so that such groundwork as is practicable 
can be laid for either his vocational 
training or direct entrance into a job as 
is possible before actual discharge. Obvi- 
ously some of the men marked for dis- 
charge will not be discharged at the time 
indicated, and their cases may take other 
courses than anticipated. In these cases, 
action will merely be suspended until dis- 
charge is actually accomplished. 

10. The official administrative pro- 
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cedures start with the actual process of 
discharge. At the present writing, these 
consist of the following: 


(a) Bringing the man’s service 
record up to date. 


(b) Clearing his accountability for 
property and making final pay. (Items 
with which we are not interested in 
the procedures under discussion.) 


(c) The medical certificate giving 
complete physical examination. (This 
is permanently filed with the Veterans’ 
Administration, together with the cer- 
tificate of original physical examina- 
tion on entering into the Armed Ser- 
vice, so that they shall have in their 
possession all the data necessary to 
determine the question of service- 
connected disabilities should claims 
for this arise subsequent to discharge.) 


A Form 130, prepared by the Reém- 
ployment Division of Selective Service, 
giving the family and educational back- 
ground and occupational experience of 
the man. This is transmitted to the 
Reémployment Division at Washington. 
The details of handling this will be cov- 
ered in the following paragraph. 


(d) Instructing each man in writing 
to report immediately to his local 
Selective Service board the fact of 
discharge. 


(e) Notifying State Director of 
Selective Service concerned of the fact 
and type of discharge, together with 
the name and place of residence of the 
enlisted man. 


(f) Furnishing the nearest repre- 
sentative of the United States Employ- 
ment Service with the following data: 
name, civilian occupation, residence, 
place and date of prospective release. 

(g) Processing Form 173, or Card 


167, Report of Separation, to Adjutant 
General’s Office. 

(h) Service of Form 130, as re- 
ferred to above; Reporting to National 
Headquarters, Selective Service, un- 
der authority of SOS, Office Surgeon 
General, Cir. Letter 97 in case of cer- 
tificate of disability discharge. 

(i) Forwarding AGO 20 Card, Sol- 
dier’s Qualification Card, to the Ad- 
jutant General’s Office. 

(j) Discharge papers, including 
basic army records, such as service 
record, processed to the Office of 
Record. 

(k) In case of certificate of disabil- 
ity discharge, the Veterans’ Admin- 
istration, as referred to above, receives 
the following from the discharging 
authority, under provisions of WD cir. 
4, WD 1943: 


1. Photostat of the original re- 
port of physical examination on 
entrance into service and the orig- 
inal clinical records. 

2. Copy of CDD, AGO Form 40, 
containing medical diagnosis and 
physical limitations. 

3. Statement of the type of dis- 
charge. 

4, Application for pension in line 
of duty cases, or irrespective of line 
of duty, if upon request of dis- 
charged man. 


11. The present procedure, as noted 
above, is to have the Form 130, contain- 
ing the man’s history, the medical diag- 
nosis of his case, his preference as to 
job, statement as to whether he wishes 
to return to an old job or not, and his 
indication as to whether he wishes as- 
sistance in being placed in a job or of 
being rehabilitated or not, pass through 
the Washington headquarters of the 
Reémployment Division of Selective Ser- 
vice System of the War Manpower 
Commission. 
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The form is in duplicate, the medical 
diagnosis appearing on only one of the 
copies. From the medical diagnosis, a 
brief statement is prepared, giving the 
man’s limitations in the matter of em- 
ployment, as, for example, 


“Must have job that does not require 
much standing” 

“Cannot do heavy lifting” 

‘Must have noncompetitive job in quiet 
surroundings.” 


This statement of employment limita- 
tions, together with the copy of the Form 
130, is forwarded through the State 
Director of Selective Service to the 
Local Board of the area to which the 
man is returning, where it is delivered 
to the Reémployment Committeeman. 
Originally, Washington headquarters 
also simultaneously notified the follow- 
ing agencies in the locality to which the 
man was proceeding of his probable 
arrival: 


(a) Veterans’ Placement Section, 
U. S. Employment Service. 

(b) Veterans’ Administration. 

(c) Vocational Rehabilitation. 

(d) American Red Cross. 


The reémployment committeeman 
establishes contact with all of these 
agencies and works in liaison with them. 
Return postal card notices were sent to 
each agency on each case as part of the 
original communication, so that they 
could notify this headquarters of the ar- 
rival or nonarrival of the man by merely 
checking the card and putting their office 
stamp on it. (This procedure had to be 
discontinued for lack of clerical help in 
Washington, and instead reliance is 
placed on the reémployment committee- 
man maintaining contact and following 
up cases where the man had not reported 


to one of the agencies within a reason- 
able period.) 

The rehabilitation to date has been 
handled through the vocational rehabili- 
tation agencies of the various states. 
Recent legislation having placed the re- 
sponsibility for this in the hands of the 
Veterans’ Administration, they are now 
in process of developing their plans for 
providing for the vocational rehabilita- 
tion and training of those service men 
needing it. It is the hope of the writer 
that they will build on the existing state 
systems, developing and improving these 
where necessary, rather than starting 
from scratch and losing the benefit of 
the experience gained by these agencies 
over many years of operation in indus- 
trial vocational rehabilitation. 

Job placements are done primarily 
through the Veterans’ Placement Sec- 
tion of the U. S. Employment Service. 
This is supplemented wherever needed 
by efforts of the reémployment com- 
mitteeman, who limits himself to seek- 
ing jobs for those that the government 
employment service has been unable to 
place. 

Any claims against the government 
for disabilities that have not been proc- 
essed before the man’s discharge are 
handled directly by the local Veterans’ 
Administration representative, the reeém- 
ployment committeeman merely seeing 
that the service man gets in touch with 
the proper official. Similar procedures 
are used where the service of the Red 
Cross is needed to relieve distress either 
of the man or of his family, the reém- 
ployment committeeman concentrating 
on insuring that the service man gets in 
contact with the proper agency whose 
services he needs. In the case of rein- 
statement in a former job, in the event 
the veteran desires assistance this work 
is done directly by the reémployment 
committeeman. If any problems arise 
that he finds himself unable to settle 
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directly, they are taken up either with 
the State Reémployment Officer, operat- 
ing under the State Director of Selective 
Service, or with the Reémployment Divi- 
sion in Washington, depending on the 
particular condition, there being no red 
tape rule as to which procedure shall be 
followed—the most effective and quick- 
est action determining the method used. 


12. There is now in preparation a new 
form, being jointly worked out between 
the Adjutant General’s Office of the 
Army and the Reémployment Division 
of Selective Service in codperation with 
other Division of Selective Service inter- 
ested in different phases of a man’s 
record on his return to civil life. The 
new form, which will take the place of 
from nine to eleven of the forms and 
letters previously made out, will actu- 
ally cut the paper work of the Army in 
connection with the discharge of a sol- 
dier probably as much as 50 per cent, 
and will also insure better records and 
reduce errors. 


This record, in addition to the basic 
data such as the man’s name, Army 
serial number, ete., will show three dif- 
ferent addresses for the man, as follows: 


(a) Permanent address at time of 
entering service; 

(b) Address at time he registered 
with local board; 

(c) Address to which he expects to 
proceed upon discharge and where he 
expects to seek a job or wishes to 
be rehabilitated, if rehabilitation is 
necessary. 


The type of discharge is shown, together 
with any specific reasons for the dis- 
charge. Also the War Risk Insurance 
carried by the man, with the future dis- 
position which he wishes to make of it. 
The information as to allowance and 
allotments as well as bond purchases, is 
also shown. 

The copies going to the local board and 


to the Adjutant General contain the med- 
ical diagnosis, and all copies except the 
one given to the man contain a statement 
of his limitations in the matter of 
employment. 


This form is made up in what is known 
as “fanfold,’”’ comes with one-time use 
carbons already inserted, the form for 
each department to which a copy is sent 
is on a different color paper and marked 
for that department, and one copy is 
provided for the man, for his permanent 
record. 


13. In addition to the above form, 
there is forwarded with the copy going 
to the reémployment committeeman at 
the loeal board in the area where the 
man will seek a job his Qualification 
Card, which is the Adjutant General’s 
Form 20. This form is a card, and con- 
tains the following information about 
the man: 


Name, Army Serial Number, Height, 
Weight, Race 

Birthplace of Father, Mother, and 
Soldier, and date of birth of Soldier 

Complete statement of Education 

Statement of ability to use Foreign 
Languages 

Marital Status and Number of De- 
pendents 

Name and Address of Nearest Relative 

Complete data on Main Occupation; 
Outline data on Second-Best Occu- 
pation 

Results of Army Aptitude Tests 

Highest Position of Leadership 

Additional Occupations and Hobbies 

Favorite Sports 

Talent for Furnishing Public Enter- 
tainment 


Military Side of the Record shows: 


Previous Military Experience 
Service Schools Attended 
Military Assignments Recommended 
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Classification in Military Specialties 
with Degree of Skill 

Complete Record of Current Military 
Service 

Date of Entering Service 

Special Remarks 

Signature of Soldier 


14. The administrative procedure for 
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final pay made, and transportation 
provided to destination. 

(iii) Clearance for any govern- 
ment property. 

(iv) A.G.O. Form .. giving the 
complete medical examination. A 
copy of this is forwarded to the 
Veterans’ Administration, which al- 
ready has copy of the results of the 
medical examination upon entering 


hospital discharges, following adoption 
of the new simplified Adjutant General 
Form, will be: 


the service. 
(d) The new simplified Adjutant 





(a) Interview of the prospective 
dischargee by the Red Cross personnel 
on duty with the hospital, advising the 
man of the government’s service avail- 
able to him and his rights for voca- 
tional rehabilitation, long-term or 
permanent hospitalization, as needed, 
job training, reinstatement in old job, 
or procurement of new jobs. (This is 
preparatory to interview by a trained 
specialist of the Veterans’ Placement 
Service.) 

(b) Interview by specially-trained 
representative of the Veterans’ Place- 
ment Service of the U. 8S. Employment 
Service, of the War Manpower Com- 
mission. 

This is to determine the job possi- 
bilities open to the man, whether he 
needs vocational rehabilitation or spe- 
cial training, and to give him voca- 
tional guidance in selecting a future 
occupation. The Veterans’ Placement 
Representative obtains, through per- 
sonal interview, the occupational and 
educational history of the service man 
for transmittal to the Veterans’ Place- 
ment Representative at the local board 
to which the dischargee is proceeding. 

(c) Upon final medical examination 
determining discharge, the following 
regular Adjutant General Forms are 
processed : 

(i) Service record completed. 
(ii) Pay records completed and 


General’s discharge form, in fanfold, 
is then filled out, in six copies, each 
on a distinctive color paper, which are 
forwarded as follows: 


Copy 1—to Adjutant General’s Of- 
fice, Machine Records Section, 
where after the data has been set 
up on punch ecard it will be for- 
warded to National Headquarters, 
Selective Service System, for com- 
pilation of medical data; 

Copy 2—to Veterans’ Administra- 
tion for use in connection with 
pension claims and vocational re- 
habilitation ; 

Copy 3—to local board of registra- 
tion, through state headquarters 
of registration; 

Copy 4—to reémployment commit- 
teeman at point where permanent 
job is sought, through headquar- 
ters of state in which job is sought. 
There is forwarded with this copy 
the Soldiers’ Qualification Card, 
Form AGO 20, described in para- 
graph 13, above. 

Copy 5—to Veterans’ Placement 
Representative, of the U.S. E.S.; 

Copy 6—to the discharge for his per- 
sonal use.” 


The above simplified form replaces 
ten separate forms and letters now pre- 





*Note: A seventh copy may be added, to furnish 
information to the Allowance, Allotments, and Bond 
purchase section. 
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pared in connection with each man dis- 
charged from the Army. 


15. The administrative procedures 
based on the above administrative rec- 
ords will be as follows: 


(a) The reémployment committee- 
man at the point where permanent job 
is sought will notify one of the vet- 
erans’ organizations of the name and 
address of the dischargee. A repre- 
sentative of the veterans’ organization 
will then call upon the returned ser- 
vice man to welcome him home and 
make sure that he is fully informed of 
all the services provided for his bene- 
fit by the government and to ascertain 
whether he has need of any of them, 
and to place the service man in contact 
with his reémployment committeeman 
if any assistance is desired. 

(b) The reémployment committee- 
man, as soon as contact is established 
with the service man will, if the man 
desires assistance, make sure that he 
is introduced to those government 
agencies whose services he desires. 
The committeeman will follow the case 
and make sure that there are no de- 
lays in placement or in securing action 
where training is required. From his 
records he will see that any agency 
needing additional information in or- 
der to serve the veteran is supplied 
with the necessary data. 

Where the man seeks to return to a 
former job and desires assistance, the 
reémployment committeeman gets in 
touch with the employer and arranges 
for the man’s return to the job. 


As far as is practicable the reém- | 


ployment committeeman will seek to 
arrange interviews at definite times 
for the veteran to avoid the necessity 
of his waiting long periods in recep- 
tion rooms. Where forms are to be 
filled out, assistance will be given, so 
that the veteran will not have to fill 


out forms sitting among miscellaneous 
groups of applicants. 

(c) Where the veteran has claims 
for disability pensions, hospitalization, 
vocational rehabilitation, ete. the 
reémployment committeeman will 
make sure that he gets to the repre- 
sentative of the Veterans’ Admin- 
istration. 

(d) Where vocational rehabilitation 
is needed, the reémployment com- 
mitteeman puts him in touch with 
the State Vocational Rehabilitation 
Agency and helps him with his ap- 
plication until such time as some other 
system is established by the Veterans’ 
Administration, and the reémploy- 
ment committeeman will give such 
assistance until different procedure is 
established. 

(e) Where a new job is a require- 
ment, the veteran is placed in touch 
with the nearest U. S. Employment 
Service and its Veterans’ Placement 
Representative, interviews being pre- 
arranged as far as is practicable. The 
reémployment committeeman checks to 
see that the employment office is in 
possession of all necessary informa- 
tion concerning the man, and if not, 
he supplies it as far as is possible from 
his own records. He keeps contact 
with the veteran to see that there is 
no unnecessary*delay in placing him 
in a job. 


16. Where the U. S. Employment Ser- 
vice is unable to place a man, the reém- 
ployment committeeman then seeks to 
place him by direct action, primarily 
through the Clearing House Committee 
now being established. 


17. Where an employer has refused 
to reinstate a veteran in his old job, the 
reémployment committeeman first inter- 
views the employer, prepares a brief 
statement of the case, and turns it over 
to the Clearing House Committee for 
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action. (At present, pending the com- 
pletion of the Clearing House Commit- 
tees, the reémployment committeeman 
has been handling such cases _per- 
sonally.) * 


18. The above administrative pro- 
cedures have been gradually developed 
during operations which commenced in 
January, 1941. The results of these 
operations to date are of interest as 
bearing on the efficacy of the procedures 
developed. 

Up to December, 1942, something over 
500,000 men had been discharged from 
the services. Of these the majority rein- 
stated themselves in civil life through 
their own efforts, either returning to 
their old jobs or procuring new jobs on 
their own initiative. Only about 10 
per cent applied to the reémployment 
committeemen for assistance in job 
placement. Of these 10 per cent, the re- 
instatements in old jobs were handled 
directly by the committeeman, and the 
majority of the placements in new jobs 
were handled through the U. 8. Employ- 
ment Service, particularly the Veterans’ 
Placement Representatives. 

In some communities, notably New 
York City, where there was a large 
amount of unemployment, the reémploy- 
ment committees also assisted the Em- 
ployment Service in placing men. 

In New York City the codperation be- 
tween the U. S. Employment Service 
and the Reémployment Division was 
very close, the Reémployment Division 
sending many jobs that came to it over 
to the Employment Service for filling, 
and it has recently arranged to place one 

*Note: The function of the Clearing House Com- 
mittee is to place behind the U. S. Employment Ser- 
vice and the reémployment committeeman in handling 
the problems of the returned veteran the organized 
resources of the community, both in ironing out diffi- 
culties in the return of service men to old jobs, the 
creation of job preferences for veterans, and the 
education of the community in providing jobs for 
handicapped soldiers, not merely as an act of justice 


to them, but as an actual ultimate economy to the 
community, 


of its volunteer workers in each of the 
U. S. Employment Offices in the city to 
assist in placing veterans in jobs in that 
very difficult labor market. 

The problem of returning veterans to 
their old jobs has to date been marked 
by the most complete codperation on the 
part of employers, labor unions, and gov- 
ernment departments, and the number of 
cases requiring even discussion has been 
so small as to be negligible, and probably 
totals less than a thousand cases. In 
only two cases has legal action been 
taken, and in one of these it was entirely 
unnecessary and done without authoriza- 
tion from headquarters. In the other 
case, a very obstreperous employer, 
upon being notified that the U. S. At- 
torney had prepared the case for court 
action, promptly reinstated the man and 
paid him $648 back-pay for the time he 
was kept out of the job. 

All other cases have been settled either 
by the reémployment committeemen on 
the ground or through mail or telephone 
communication from the reémployment 
Division in Washington, and all have 
been handled on the basis of applied com- 
monsense and common decency, and 
none has required threats in order to 
bring about compliance. 

In October 1942 there was started the 
reporting service, through the Red Cross, 
of men discharged in the hospitals. Dur- 
ing the first month, less than 600 cases 
were reported to us from only some 20hos- 
pitals. More hospitals have been added 
each week, with a corresponding increase 
in the number of discharges reported. 
The last week in May, we are receiving 
reports of discharges at a rate in excess 
of 3000 per week, from 210 hospitals, 
and there are still hospitals that we have 
not yet gotten on the reporting list. 

To date we have had reports on over 
30,000 discharges, of which 52 per cent 
have been reported back to us through 
the reémployment committeemen as 
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placed at work in jobs or undergoing 
rehabilitation. The 48 per cent on which 
we have not yet received disposition re- 
ports equals only the cases reported to 
us in the past five weeks. Since the curve 
has begun to flatten out, the percentage 
reported as placed or underdoing re- 
habilitation has climbed from 42 per cent 
to 52 per cent, and is steadily increasing. 

A-major problem confronting us in 
the handling of the hospital discharges 
is our psychoneurotics, running 22 per 
cent of the total, and stomach ulcers, 
running 10 per cent. There is indicated 
the need of an immediate and intensive 
study of this problem, so that we may 
provide, in the shortest possible time, 
adequate means of rehabilitating these 
men and restoring them to a normal life. 

There is appended a table showing the 
major causes of discharge on medical 
certificates, up to March Ist, 1943, at 
which time we had to discontinue this 
classification for lack of clerical help, as 
the cases we had to handle were increas- 
ing at a rate beyond our ability to obtain 
personnel for processing. | 

It is hoped, in connection with the new 
simplified process, to have the approxi- 
mate diagnosis entered on the punch card 
prepared by the Adjutant General for 
each man whose connection with the 
service is severed, so that this data may 
be duplicated as the first step in de- 
creasing our human wasteage. 


CONCLUSIONS 


The procedure outlined may appear 
complicated, but in fact it is composed 
of very simple elements arranged to fol- 
low each other in sequence and so coordi- 
nated that without duplication or repeti- 
tion each step completes its phase and 


. transfers the records of the individual to 


the next agency in shape for it to im- 
mediately start on its share of the work, 
and also insures contact with the veteran 
as far as this is humanly possible. 


A point to be stressed is that the fore- 
going procedures are based upon the 
need of codrdinating the best efforts of 
government with the organized efforts of 
the entire community to accomplish a 
task of this magnitude with any degree 
of success. 

No government agency could be cre- 
ated that would be large enough, by 
itself, to handle a problem of this size, 
and it would be unsound to do so even 
if it were possible, since we would be 
creating a permanent organization to 
meet a peak-load, and would then have 
to contract. Instead, we reinforce the 
government agency with the volunteer 
organized resources of the country, 
which can then be rapidly contracted as 
the load contracts, ultimately leaving the 
permanent work in the hands of the 
established government agency. 

Just as no government agency could 
perform this task alone, it would be 
likewise impossible for any volunteer 
effort—no matter how completely or- 
ganized—to handle this job without an 
established government agency through 
which to codrdinate its efforts. The 
United States Employment Service bears 
somewhat the relation to the organized 
civilian support in reémployment that 
the regular army does to the civilian 
army in mobilizing for war. The two are 
mutually interdependent, and neither 
ean function successfully without the 
other, and the organized volunteer civil- 
ian support of the Reémployment Divi- 
sion should build up and strengthen the 
United States Employment Service of 
the War Manpower Commission, if the 
best and most permanent effects are to 
be achieved. 


Causes of Medical Discharges in 4714 Cases 
As of March 1, 1943 
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LL aE Ee ORE ear Sore reels Pars a eee, 6.23 
ns Ove cod ch wasewaderrieis 5.60 
Se NN PON Sis kkk ease 5.07 
RNR ates oo ec eat l pon hee Edy beds i 3.37 
ND ig he ie cae bi cai ts Giles 2.82 
EE eee eee eee eee 2.29 
PN - fvkkecebsekereech an 2.22 
MUBEDUIDRIR: Goo Usa ls aviek ges 2.03 
Amputations and Injuries......... 1.25 
ee Ne Chee aan e 97 
ee lie cae es 75 
I i Leh eikg bakeaees 9.39 
PAIBOOMAMOOUS  .6 65s ccs ds. c de thee 21.06 
99.61% 


(Statistics Furnished by Colgate Hoyt, Major, 
A.U.S., Reémployment Division) 


RESUME 


Les procédures administratives ayant 
comme objectif la réintégration des mem- 
bres de nos forces armées dans la vie 
civile, surtout du point de vue de pro- 
curation d’ouvrage, sont étudiées. L’au- 
teur discute les différentes commissions 
officielles et leurs fonctions respectives 
en ce qui concerne le réemploiement. 


D’aprés l’auteur chaque cas doit étre 
considéré individuellement car les prob- 
lémes de chaque homme exigent une 
étude spéciale. 


SUMARIO 


Se trata de los procedimientos ad- 
ministrativos que tengan como objeto la 
reintegracién de miembros de las fuerzas 
armadas a la vida civil, especialmente 
del punto de vista del reempleo. Las 
varias agencias que de eso se ocupan son 
enumeradas. Especial énfasis se hace, 
en que cada caso es considerado indi- 
vidualmente y que el problema de cada 
hombre recibe especial atencion. 


BuBoaH 


ABTOp OMMCHBaeT a,MHHUCTpanMoHHEe 
CHOCOOH, I€1b10 KOTOPHIX ABIAeCTCA PIHHTE- 
rpaljuA BOCHHEIX B YaCTHYIO XU3Hb, OCOOeCHHO 
C TOYUKH 3peHHA BO3BPpalleHua K paOore. 
OnucaHb pa3Hbia areHuu uw Ux PyHKUUH. 
IloqyepkHyTO OAHAaKO, 4TO KaKAHH cryyai 
nofBepraetcaA HHAUBUAYAILHOH OOpaOoTKe u 
ocoOeHHoe BHUMaHHe OOpamjaeTcaA Ha IHY- 
HBIA 3afaiH KaxAoro cOmAaTa. 


NEWS ITEMS 


(Continued from page 262) 

The first Congress of Faculties and Schools 
of Medicine of Mexico was held in Monter- 
rey from April 2 to April 7, 1944. It was 
sponsored by the Medical Faculty of Nuevo 
Le6én. 


The program for the Annual Meeting of 
the Association of Military Surgeons of the 
United States to be held at the Pennsylvania 
Hotel, New York City, Nov. 2-4 inclusive is 
being rapidly completed. In addition to ad- 
dresses by the Surgeons General of the Army, 
Navy, U. 8S. Public Health Service and other 
distinguished guests, there will be formal 
papers, panel discussions and scientific and 


technical exhibits on the latest advances in 
military medicine. 


The third Latin-American Congress of 
Plastic Surgery will take place October 23- 
25, 1944, in Santiago and Vina del Mar, 
Republic of Chile. The Chilean Government 
requested the Mexican Government for the 
scientific collaboration of the National Uni- 
versity of Mexico. Upon the recommenda- 
tion of the Mexican Chapter of the Inter- 
national College of Surgeons, the Rector of 
the University of Mexico appointed Dr. 
Esteban Paulin, F.I.C.S., Specialty Regent 
in Plastic Surgery to participate in this 
Congress. 











Classification of Wat Wounds* 


BASIL HUGHES, D.S.O., M.A., B.Cu., B.Sc., F.R.C.S. (Eng.), F.1.C.S. 
BRADFORD, ENGLAND 


STATISTICAL survey of wounds 
A could be of immense value to the 
executive branches of the fighting 
services. Representatives of the Royal 
Naval Medical Service, the Royal Army 
Medical Corps and the Royal Air Force 





Fig. 1. Case of compound fracture of the jaw with 
“tattoo” accompanying wounds. The result of a bomb 
explosion. (British Journal of Surgery) 


Medical Service, with special knowledge 
of massed statistics of wounds, should 
guide the efforts of those responsible 
for armoring ships, aeroplanes, tanks, 
lorries, etc. In turn it should be incum- 
bent upon all surgeons to be in a position 
to correlate their observations in order 
to supply these Service statisticians with 
reliable data. 

Multiplicity of wounds. This war dif- 
fers from its predecessors in the ex- 





*Presented at the Fourth International Assembly 
of the International College of Surgeons, held in 
New York, June, 1943. 
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tensive use of aerial weapons. One of 
the worst features of modern war 
wounds is their multiplicity. The wounds 
produced by any kind of bomb (Fig. 1) 
are notorious in this respect. Grave 
shock and extensive tissue disruption 
with early virulent infection character- 
ize these wounds, but this is not all. 
Added to these is an element of concus- 
sion, and frequently the phenomena 
known as “blast.” 

As a result of the important part 
played by the aeroplane in modern war- 
fare, fighting men are as much exposed 
to the enemy above them as they are to 
the enemy im front of them. Because an 
aerial bomb breaks into innumerable 
fragments and is as likely to burst be- 
hind as in front of the victim, multiple 
wounds scattered over widespread areas 
of the body are exceedingly common. 
One description that has been given of 
this present conflict is that it is “the war 
of the crouching man.” On hearing the 
noise of an enemy aeroplane overhead a 
person instinctively crouches or falls to 
the ground, so that the back is even more 
exposed to injury than the front of the 
body. 

Principles in assessing tissue damage 
caused by a missile. A careful history is 
important. It is very helpful to know 
the nature of the missile; whether it is 
smooth, such as machine-gun bullet or 
shrapnel ball, or rough, such as a splinter 
of bomb or shell. The smooth missile 
tends to take the line of least resistance 
and to follow fascial planes, where an 
irregular missile shows no such predi- 
lection. One instance of many can be 
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Figs. 2 and 3. The apparently erratic course of the missile shown in Fig. 2 is readily explained by a careful inquiry 
into the patient’s posture at the time of wounding (Fig. 3). (Modified from Lilienthal) 


quoted of a soldier wounded in the right 
shoulder. A shrapnel ball was removed 
from beneath the skin of his right groin. 
No incapacity resulted. Evidently the 
smooth missile had followed the fascial 
planes. Over and over again the patient 
will indicate that the maximal pain is 
experienced in a certain area at a dis- 
tance from the wound. Careful palpa- 
tion of such an area will often reveal the 
induration of the missile, which can be 
detected even at a depth of 214 in. below 
the skin surface. 

When possible, inquire as to what 
position the patient was in when the 
wound was received; whether sitting, 
lying flat or kneeling; whether walking 
or running. This is especially important 
in regard to penetrating wounds of a 
joint, and in particular the knee joint, 
for foreign bodies are more easily ex- 
tracted when the joint is flexed or ex- 
tended to a greater degree than when 
the missile entered it. 

Seemingly erratic courses of missiles 
in the body, often wrongly ascribed to 
ricochet, may sometimes be explained by 
a careful inquiry into exact posture of 
the patient at the time of wounding 
(Figs. 2 and 3). 

Calculating the extent of the internal 
damage. Should the greater part of a 
missile’s kinetic energy be expended in 
damaging .superficial structures, little 


remains to produce deep damage. When 
this kinetic energy is expended on the 
surface the deeper damage depends upon 
the resistance of the structures en- 
countered. Should the missile impinge 
upon the soft parts only, a perforating 
through-and-through wound is likely to 
result. On the other hand, if it impinges 
upon the bone its kinetic energy may 
suddenly be reduced to zero, with the 
result that what might have proved a 
perforation of soft parts only becomes a 
site of excessive tissue destruction. So 
it comes about that the more extensive 
the superficial injury the less the proba- 
bility of damage to deep structures. If 
the outward and visible damage is com- 
paratively inconspicuous, the important 
question is, “Is there an exit wound?” 
The greatest internal damage is to be 
anticipated in cases with a comparatively 
small wound of entrance and no wound 
of exit. These are termed “penetrating 
or lodging wounds.” 

Fragments of high explosives, owing 
to their ragged nature, be they ever so 
small, inflict greater damage upon soft 
tissues than do machine-gun bullets or 
shrapnel balls. Furthermore, these ir- 
regular fragments almost invariably 
carry in foreign matter, such as pieces 
of clothing, a state of affairs favoring 
early and virulent infection. In addition 
to pieces of clothing a missile may carry 
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into the tissues articles carried in the 
pockets. Thus coins, pencils, buttons, 
pieces of string, and in one instance a 
large piece of a miniature New Testa- 
ment have been extracted from wounds 
in the upper thigh. On the other hand, a 
cigarette case or other metallic object 
carried in a pocket (Fig. 4) has on more 
than one occasion either stopped or de- 
flected the course of a missile which might 
otherwise have proved fatal. 

The size of the wound of entry is no 
guide to the size of missile. Skin is an 
elastic structure and in most cases the 
skin wound is smaller than the missile 
which caused it. In wounds of the chest 
the skin wound is not an indication of 





Fig. 4. These six coins carried in the pocket of a 

body-belt saved the life of a soldier by deflecting a 

bullet fired from point-blank range. (British Journal 
of Surgery) 


the point of entry into the thoracic cav- 
ity, as the chest wall is a movable struc- 
ture. The skin wound is often at a higher 
or lower level than the actual entrance 
into the pleural cavity. The track: of 
entry is thus valvelike, and such wounds 
can produce the most extreme degree of 
surgical emphysema. Wounds of entry 
in the skin and in the deep fascia or 
joint capsule are only approximately at 
the same level if the body was at rest at 
the time of wounding. 

It is important to realize that in gun- 
shot wounds laceration is not always con- 
fined to the wound itself; it can involve 
tissues at a considerable distance. For 
instance, it is not uncommon for a bone 


to be fractured, not at the side of im- 
pact but at a point some distance away. 


NONPENETRATING WOUNDS 


Nonpenetrating wounds can be divided 
into two varieties: 


1. Superficial contusions. War con- 
tusions should never be treated lightly, 
particularly those involving the head 
and trunk. Often what appears at first 
sight to be a trivial contusion is associ- 
ated with grave internal complications. 

2. Deep contusions are mainly the out- 
come of severe crushes brought about by 
collapsing masonry. 


PENETRATING (SYN. LODGING) WOUNDS 


Penetrating wounds form a large and 
important fraction of the total wounds 
that reach the surgeon. Penetrating 
wounds have a wound of entry only. This 
wound may vary from an exceedingly 
small puncture, which in some cases is 
scarcely visible, to a wound of consider- 
able dimensions. 

It is in penetrating wounds that the 
importance of early x-ray examination 
and localization of foreign bodies reaches 
its zenith. 





Fig. 5. A wound of the buttock or upper part of the 

thigh frequently has dangerous deep communication 

with the rectum, extraperitoneal tissues or even the 
peritoneal cavity itself. 
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A special caution. For reasons given 
already in this chapter, wounds of the 
back of the patient as opposed to his 
front are relatively frequent. Wounds 
of the buttocks, upper posterior portion 
of the thigh and perineum are extremely 
important from the point of view at once 
appreciated by a reference to Fig. 5. So 
often such a wound leading to the peri- 
toneum or to the extra-peritoneal tissues 
is regarded as a purely local affair until 
it is too late. This important point is 
brought out several times in this work, 
notably by Sir Charles Gordon-Watson 
in his chapter on the wounds of the 
rectum. Suspect every wound in the 
neighborhood of the buttocks! 


PERFORATING (SYN. TRAVERSING) WOUNDS 


Perforating wounds entail a wound of 
entry and a wound of exit. They possess 
an advantage over penetrating wounds 
in that the missile has emerged and no 
longer remains in the body. The actual 
damage to tissue varies, but on the whole 
perforating wounds have a better prog- 
nosis than penetrating wounds. Perfo- 
rating wounds are most often the result 





of missiles fired at close range, and may 
comprise : 


(a) A small hole of entry and a small 
hole of exit 


(b) A small hole of entry and a large 
hole of exit 

(c) A large hole of entry and a large 
hole of exit 


(d) Gutter wounds. 


(a) A small hole of entry and a small 
hole of exit are wounds which, for the 
most part, are caused by rifle and ma- 
chine-gun bullets (Figs. 6 and 7). The 
amount of damage varies. Thus a bullet 
may traverse a limb without damaging 
important structures, both entry and exit 
wounds healing and leaving no incapac- 
ity (tunnel wound). Again, a similar 
bullet may traverse the limb in a direc- 
tion almost identical with the preceding, 
and after an hour or two the member 
will be acutely swollen and tender, de- 
noting damage to an artery of consider- 
able size. The exit and entrance wounds 
(Figs. 8 and 9) give the observer some 
idea what damage to expect, since the 





Figs. 6 and 7. Perforating wound caused by a machine-gun bullet fired from an aeroplane. The wound of exit is 
shown in the mirror. Fig. 7 shows the radiograph of this case. 
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course of the missile is known approxi- 
mately. Surface anatomy, though use- 
ful, is not always a true guide to damage 
done, because many cases have been seen 





Fig. 8. Entrance wound. (British Journal of 
Surgery) 





Fig. 9. Exit wound. (British Journal of Surgery) 


where the track, judged by the entrance 
and exit wounds, passed right across the 
course of such structures as the femoral 
artery, the sciatic nerve, the brachial 
artery, etc., without damaging them. 
Here, again, there are two important 
considerations upon which the wounded 
man can usually give information: 


1. Was he lying down or standing 
still? 

2. Was he running or walking when 
wounded? 


If he was lying down or standing still 
the entrance and exit wounds give a 
fairly accurate estimate of the course of 


the missile. If he was running or walk- 
ing when wounded, the wound in the skin 
does not usually correspond in position 
with the wound in the deep fascia and 
muscles at either the site of entry or 
exit. This disparity may be as much as 
an inch; it is usually somewhat less. 
The reason for it is obvious, because 
when the body is in motion the skin is 
stretched in some parts and relaxed in 
others. The same phenomenon occurs, to 
a more marked degree, if the bullet 
strikes the part obliquely. 


TUNNEL (SYN. SETON) WOUNDS 


Tunnel, or seton, wounds are those 
which, while coming under category (a) 
because they possess a small wound of 
entrance and a small wound of exit, are 
set apart because, like a railway tunnel, 
they are of the same caliber throughout. 
They are, on the whole, comparatively 
innocuous. 

Tunnel wounds in the neighborhood 
of large arteries are the commonest 
cause of traumatic aneurysm. Swollen 
thighs, the result of hemorrhage, if kept 
at rest and watched carefully, slowly 
resume their normal size, providing 
there is a good circulation in the foot. 
When the swelling and bruising subside 
a pulsating mass with a bruit over it 
makes its appearance. This happened in 
quite a number of cases, not only in the 
thigh but in the neck and elsewhere. 


Tunnel wounds of the forearm and 
lower leg should, if possible, be left alone 
providing the circulation in the hand or 
foot is good. These wounds, if opened 
up, often give rise to hemorrhage which 
is difficult to control. 

Tunnel wounds mvolving the abdomen 
or thorax may give rise to insignificant 
symptoms, though from surface anatomy 
it would appear that serious damage has 
occurred; more often such wounds cause 
perforations in the case of hollow vis- 
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cera, and serious damage to solid viscera 
and mesentery. 

Tunnel wounds of joints. It frequently 
happens that there is a valvelike perfora- 
tion of the capsule and this is of value, 
both in preventing escape of synovial 
fluid and blocking the route to infection. 
For this reason small tunnel wounds of 
joints ofter remain sterile. 

Tunnel wounds involving bone. Simple 
perforation sometimes occurs, this being 
seen most frequently in the epiphyses of 
long bones. A clean perforation of bone 
is, however, comparatively rare. 

Tunnel wounds about the spe may 
involve the spinal cord or large intra- 
abdominal ‘or intrathoracic vessels. 
Death in these cases is rapid and pain- 
less, and many cases were seen during 
active fighting. 

(b) A small hole of entry and a large 
hole of exit. This type is almost invari- 
ably the result of a missile fired at close 
quarters striking bone. The lead in the 
bullet is flattened out and continues its 
course together, probably with frag- 
ments of bone pushed before it. The re- 
sult is a large lacerated wound of exit. 
The same result occurs to an even 
greater degree when the missile is a 
piece of shell. 

Perforating wounds of the head, and 
often of the thorax, come under this 
class. In the case of the skull the missile 
traverses the bony cranium twice. The 
exit wound is large and a quantity of 
brain matter is usually protruding. Few 
such cases reach surgical aid, and even 
if they do so, recovery is extremely rare. 
Wounds of the thorax belonging to this 
class are again usually fatal; ghastly 
wounds of exit are produced. There are 
a few examples where large exit wounds 
of the thorax have been plugged with an 
ordinary towel and have reached sur- 
gical aid. In the case of the abdomen it 
is not uncommon to see omentum and 
intestine protruding from the exit wound. 


Curiously, this type of abdominal wound 
is often conspicuous by the absence of 
shock. A number of men so wounded 
have walked from where they were hit to 
the regimental aid post. So long as there 
is no gross concealed damage to viscera 
or the mesentery the prognosis is good. 


” 





Fig. 10. Gutter wound involving the biceps. (British 
Journal of Surgery) 


(c) A large hole of entry and a large 
hole of exit is usually the result of a 
direct hit with a piece of shell of con- 
siderable size or a ricochet bullet. The 
wounds are connected by a ragged and 
torn track overhung by a bridge of tissue 
consisting of skin and perhaps some of 
the deeper structures. This bridge, 
which may or may not contain important 
structures, is usually in a bruised and 
battered condition; consequently, it is 
exceedingly prone to become gangrenous. 
Wounds belonging to this class are al- 
ways extremely serious, and early viru- 
lent infection is inevitable. because of the 
disruptive effect. To save life and limb, 
immediate and thorough treatment is im- 
perative. Of course, many of the victims 
of this type of injury never reach sur- 
gical aid. Fortunately there seems to be 


be co: 
this |] 
wounc 
flicted 
inflicte 
In t 
elude 1 
revolv 
Wise. 
Usual]; 
foot or 
be reco 
around 





a a a a ae 


ish 





BASIL HUGHES 281 


little or no pain associated with these 
ghastly wounds. 

(d) Gutter wounds. As the name im- 
plies, the missile ploughs a furrow in 
the tissues between its entrance and 
exit (Fig. 10). 


INCISED WOUNDS 


Under this heading are classified 
wounds inflicted by miscellaneous weap- 
ons, usually the result of hand-to-hand 
fighting. The bayonet, dagger, knobker- 
rie and the butt-end of the rifle are usual 
causative agents. Bayonet wounds are 
often fatal. The thrust is usually di- 
rected either at the throat or at the loins. 
Soldiers jumping into a trench have be- 
come impaled on the upturned bayonet. 
There is rarely external bleeding, and 
once the bayonet is thrust home the skin 
and muscle close tightly on the steel so 
that a considerable effort is required to. 
extract it. 

Knobkerrie wounds are very often 
fatal. Strictly speaking, these wounds 
are not true incised wounds, being in- 
flicted by a blunt instrument, but, as 
also in the case of the butt-end of the 
rifle, they may be as cleanly cut as if a 
knife had been used. 

Bites are not uncommon in close hand- 
to-hand fighting. 


ACCIDENTAL WOUNDS AND INJURIES 


No classification of war wounds would 
be complete without some reference to 
this heterogeneous group. Accidental 
wounds may be divided into wounds in- 
flicted in the fighting zone and those 
inflicted on the lines of communication. 

In the fighting zone these wounds in- 
clude tears by barbed wire, and rifle and 
revolver wounds, self-inflicted or other- 
wise. Self-inflicted bullet wounds are 
usually situated on the dorsum of the 
foot or in the palm of the hand and can 
be recognized by the scorching of the skin 
around the wound of entry. Accidental 


wounds are usually the result of forget- 
ting to close the cut-off after cleaning a 
rifle. 

Wounds inflicted on the lines of com- 
munication are for the most part due to 
transport and are the result of mule © 
kicks, runaway horses and machinery 
accidents. 

Though not coming under the heading 
of accidental wounds yet occurring most 
frequently on the lines of communica- 
tion, are certain wounds due to air raids. 
Not only in these raids have we to con- 
sider wounds caused by enemy bombs, 
but also those caused by pieces of anti- 
aircraft shells, which have on many occa- 
sions proved both serious and fatal. 

Parachute injuries form another sub- 
group of cases and quite a formidable 
one. Fractures of the lower extremity 
are commonly found in this group and 
fractures of the spine are relatively 
frequent. 

Air-screw injuries. Air-screw injuries 
are yet another variety of “accidental” 
wounds. Contact with a revolving pro- 
peller is, of course, usually fatal, but 
remarkable cases of recovery after shat- 
tering wounds of the thorax from this 
cause have been reported. 


CHANGES OCCURRING IN WOUNDED TISSUES 


1. Disruption. The immediate change 
in the tissues after laceration is disrup- 
tion, and the amount of disruption de- 
pends on the velocity of the missile. As 
has been shown already, disruption is 
seen at its worst in penetrating (syn. 
lodging) wounds. Disruption of muscles 
results in their fasciculi being forced 
apart and deprived of their blood supply. 
This is the so-called “muscle stupor” of 
the French surgeons. The muscle looks 
like butchers’ meat; it does not bleed 
when cut and does not contract when 
stimulated. The effects of disruption 
often extend over a considerable area 
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around the wound, and tissues so affected 
are a medium par excellence for anae- 
robic infection. 

2. Reactionary edema. Disruption is 
soon followed by reactionary edema. 


hours the stage of reactionary edema 
passes imperceptibly into that of visible 
infection. The part remains swollen, the 
swelling often increases. Frequently 
edematous muscle herniates through the 





Fig. 11. Reactionary edema. The dressing, which 
had been applied loosely, is now so tight that it 
almost acts as a tourniquet. 


There is an outpouring of lymph into 
the spaces formed in the disrupted tis- 
sues, and the part swells (Fig. 11). In 
the case of a limb tension beneath the 
deep fascia may become so great as to 
jeopardize the circulation. Seymour 
Barling has shown that during disrup- 
tion and reactionary edema the tissues 
are contaminated but not yet visibly 
infected. 

3. Visible infection. In a matter of 


wound (Fig. 12). This produces a 
“stopper” effect in an opening which is 
already inadequate and still further im- 
pedes the escape of the products of in- 
flammation. Thus, in infected wounds 
there is established a vicious cycle which 
creates conditions extraordinarily favor- 
able for the onslaught of bacterial in- 
vasion. It will be appreciated that 
multiplication of anaerobic organisms is 
particularly facilitated. 





Fig. 12. Stage of infection. Edematous muscle pro- 
trudes from the wound and help to complete the 
vicious cycle by preventing drainage. 
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DESICCATION 


Untoward changes occurring in tissues 
formerly healthy become magnified in 
tissues whose vitality is impaired. Both 
in the 1914-18 conflict and more than 
ever in the present war, desiccation has 
proved a detrimental factor in the local 
treatment of wounds. 

Desiccation is a condition produced in 
the tissues as a result of fluid starvation; 
it results more or less insidiously from a 
disproportion between intake and output 
of fluid. It was failure to recognize this 
condition that led to many surgical dis- 
appointments at one period in the 1914- 
18 war. 

Hemoconcentration due to desiccation 
differs from that due to histamine influ- 
ences in that the plasma protein per- 
centage in the former is not interfered 
with, consequently water given by mouth 
or parenterally is retained in the circula- 
tion, and the oligemia, with the accom- 
panying degree of viscosity, is corrected. 

Under ordinary conditions the loss of 
fluid per individual per day is about 3 
pints. It must be considerably more when 
that individual is living in a hot desert. 
Sweating hot dry winds, reduced fluid 
intake and diarrhea, together with the 
greater expenditure of energy associated 
with desert marching, all favor rapid 
desiccation. Water in the desert is re- 
stricted to 2 pints per man per day for 
all purposes, and may in emergency be 
cut down to 1 pint. In addition, diarrhea 
(gyppy stomach) is rife; this type of 
dysentery is rapidly dehydrating. Thus 
desert warfare is beset by all the evils 
productive of desiccation. 

Clinical features. Hemoconcentration 
due to desiccation can be recognized by 
the dusky bluish color of the skin, lips 
and lobules of the ear. It is of interest 
to note the absence of cramps in men in 
the desert, owing probably to the salt 
content of the brakish water. These 


cramps are probably akin to miners’ 
cramp of “bends,” which in the case of 
the latter are preventable by the addi- 
tion of salt to the miners’ beer or food. 


SUMMARY 


War wounds are classified into the 
following groups: nonpenetrating 
wounds; penetrating (lodging) wounds; 
perforating (traversing) wounds; tunnel 
(seton) wounds; incised wounds; and 
accidental wounds and injuries. Changes 
occurring in wounded tissues (disrup- 
tion, reactionary edema, visible infec- 
tion) and desiccation are described. 
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RESUME 


Les plaies de guerre sont classifiees 
dans les groupes suivants: plaies non- 
pénétrantes; plaies pénétrantes (avec 
rétention des projectiles ou autres corps 
étrangers); plaies compliquées de fis- 
tules vu de canalisation ; plaies par instru- 
ment tranchant (couteau, scalpel, ete.) ; 
contusions et écrasements. La séparation 
des tissus, l’oedéme réactionnaire, )’in- 
fection visible et la déssiccation qui 
accompagnent ou compliquent ces plaies 
sont décrits en détail. 


SUMARIO 


Las heridas de guerra son clasificadas 
en los grupos siguientes: Heridas que 
no penetran; heridas penetrantes y con 
alojamiento del cuerpo extrano; heridas 
perforantes y traversantes; heridas a 
tunel; heridas de incision y heridas ac- 
cidentales y de otros dafios. 

El autor describe minuciosamente los 
cambios que se observan en los tejidos 
heridos y dafados (degeneracién, edema 
reaccionaria, infeccién aparente y 
desecacién). 
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BuBoxn 


Boeuunle panhl KAaccHpuNMpyioTCA B Ce~ 
Aywouywe rpymnH: 

1. He nponuxkawuye pau. 

2. Tephopayuonune, HECKBO3HEIe paHHl. 

3. Ilephopayuonusle, CKkBO3HHIe paHE. 

4. TyHHerbHne (N0,KOxKHIe) paHE. 


5. Pesusie paul. 
6. Caytaiune pan uw moBpexAeHua. 


AsBTop ONMCHBaeT NepeMeHH MpOucxo- 
AAuiMe B paHeHHHX TKaHAX (Mepememjenue, 
peaKIMOHHEI OTEK, ABCTBEHHOe 3apaxeHue) 
uM BEIChIxaHue (dessicatio). 





PHILADELPHIA—THE MECCA OF SURGEONS 


States into our now glorious 

United States of America, Phila- 
delphia has held forth preéminently as 
the fountain head of medical and sur- 
gical knowledge. The spirits of Gross, 
Agnew, DaCosta, Keen, Deaver, and 
innumerable other illustrious and world- 
famous surgeons still stalk the corridors 
of her institutions of surgical worship 
and mysteriously guide and stimulate 
the progress of surgical advancement. 
In the flesh they have left for our in- 
struction the greatest heritage any sur- 
geon can leave posterity—their many 
distinguished students who are the teach- 
ers of the present generation—the fam- 
ous surgeons of this great metropolis 
who give of their time and talent, gen- 
erously and graciously for the advance- 
ment of surgical science. 

Philadelphia’s six great schools, their 
hospitals and staffs, at the present time 
probably represent one of the great 
aggregations of teaching organizations 
and talent in the world. These facilities 
are combining their surgical teaching 
resources with those of the International 
College of Surgeons to give our mem- 
bers, invited guests and military per- 
sonnel of the world the latest in scientific 
achievement in surgery as it pertains to 
civilian and military surgical problems 
during and after this war. 

Of necessity our most pressing prob- 
lems are those incident to winning the 


B ‘sates and since the union of our 


battles that are now in progress. Next 
in importance are those concerned with 
adequate care of our civilians, and par- 
ticularly the war industrial worker at 
home. The third great surgical problem 
which we must study and plan for now 
is that of the disabled soldier returning 
to civilian life. It must be remembered 
that he is not a professional soldier and 
in this great democracy of ours he and 
his comrades will clamor for an immedi- 
ate return to the status of a civilian as 
soon as hostilities cease. The military 
authorities and Veterans’ Facility will 
use all the power and persuasion at their 
command in an attempt to rehabilitate 
these soldiers within their own organiza- 
tions, but in spite of their efforts many 
of these men will gradually filter out 
into their former homes and the care of 
their disabilities and rehabilitation will 
be the problems of the civilian surgeon. 
Those actively in practice at the present 
time must act as a nucleus to plan ahead 
for their adequate care when the armis- 
tice day arrives. 

Let us get together in Phidalelphia on 
October 3-5 to study the surgical prob- 
lems of the present and the anticipated 
needs of the future. It is promised to 
each in attendance that he will feel the 
glow and inspiration that emanates from 
this hospital city, most appropriately 
labeled “THE CITY OF BROTHERLY 
LOVE.” 
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Surg eons and Events 


by 


DR. MAX THOREK 
JOSEPH-IGNACE GUILLOTIN (1738-1814) 


painted by historians and century- 
old gossip as one of the monsters of 
the French Revolution, neither invented 
nor, as the protagonists of poetic justice 
would have it, died by the beheading 
machine which bears his name. On De- 
cember 1, 1789, in a speech on the 
reformation of the criminal code, he 
described the machine, saying, “. .. 
The knife falls like lightning; the head 
rolls off; the blood spurts; the man no 
longer exists.” The newspaper “Les 
Actes des Apdtres” speaks of his pre- 
senting to the world a “beheading ma- 
chine” which “will extend the glory of 
the French name to the banks of the 
Bosphorus.” The Révolutions de Paris, 
No. 24, Nov. 29 to Dec. 26, 1789, states: 
“The machine which he (Guillotin) pro- 
posed, has been called ‘guillotine.’ ” 
And the doctor who is credited with 
having dreamed up a Frankensteinian 
monster died in bed, in Paris, in 1814, 
at the good age of seventy-six. 


J cainted by histor GUILLOTIN, 


Guillotin’s public life was character- 
ized by humanitarianism rather than 
sadism. He was a doctor, not a blood- 
thirsty crackpot. 

Joseph-Ignace was one of thirteen 
children born to Joseph-Alexandre Guil- 
lotin, a Court lawyer, and Catherine- 
Agathe Martin, a judge’s daughter. His 
background may account for his interest 
in politics. But his work was medicine. 


285 


His elementary schooling with the 
Jesuits at his birthplace, Saintes, com- 
pleted, he went on to Bordeaux, where 





Fig. 1. Engraving of Dr. J. I. Guillotin from the 
author’s collection. 


he submitted a thesis for his M.A. at 
the Collége d’ Aquitaine which produced 
a sensation. For a short time he taught 
at the Jesuit Collége des Irlandais at 
Bordeaux, and the Order was so pleased 
with him that it sought to make him one 
of them. But in 1763 he went to Paris to 
study medicine, where he was a pupil of 
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the celebrated Antoine Petit. He com- 
pleted his medical work at Reims, re- 
ceiving his M.D. on January 7, 1768. On 
February 7 of the same year, he won a 
scholarship to the Faculty of Medicine 
of Paris. On October 26, 1770, he passed 
his examination for the M.D. at the 
Faculty of Medicine. 

Between 1778 and 1883 he became a 
docteur-régent of the Faculté de Paris, 
holding the chair of anatomy, physiology 
and pathology, and he became one of the 
best doctors in Paris. 

During this period, as a member of the 


Académie des Sciences, where he num- 
bered among his associates Franklin, 
Lavoisier, Bailly, and Le Roy, he was 
appointed (1779) by the Government to 
a commission with Laurent de Jussieu 
to inquire into the magnétisme animal 
of Mesmer. Guillotin was one of the 
men who contributed most to the dis- 
crediting of mesmerism. 

Before 1773 he joined the Free Masons. 
In 1789 he was a member of a Masonic 
Lodge, les Neuf-Soeurs, in Paris. This 
lodge was a center of philosophic activ- 
ity and numbered among its members 
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Benjamin Franklin, Bailly, Buffon, 
Lacépéde, l’Abbé Delille, La Harpe, 
Berquim, Greuze, Vernet, Houdon, 
Montgolfier, Cabanis, Florian, Monge, 
Elie de Beaumont, Marmontel, Parny, 
Roucher, Pilate de Rozier, Voltaire, 
Helvetius, the Duke of d’Orleans (Phi- 
lippe-Egalité), the Duke of Chartres, 
Louis XVI, the philosopher Saint-Mar- 
tin, the charlatan Joseph Balsamo 
(called the Count of Cagliostro), impli- 
cated in the “Affair of the Diamond 
Necklace” in 1785. 

It was the convocation of the Estates 
General in 1789 that drew him into the 
political field. In December 1788 he 
wrote a pamphlet entitled “Pétition des 
citoyens domicilés a Paris,” exposing his 
ideas on the Tiers-Etat (Third Estate). 
Several thousand copies were distrib- 
uted. Nine days later, he was arrested 
by the Parlement, but freed, and his 
popularity grew because of it. 

For two and a half years he was inex- 
tricably tied up with the Revolution, in 
constant political activity that brought 
him in contact with Marmontel, Treil- 
hard, Ducloz-Dugresnoy, Vauvilliers, 
and Lacretelle. It was his voice which 
cried “to the Tennis Court” when the 
meeting place of the Tiers-Etat was 
locked against the representatives on 
June 20, 1789. In July of the same year, 
he joined with Gros and Adrien du Port 
in urging the rise of the workmen of 
the Faubourg Saint-Antoine. In October 
he was one of the deputies who demanded 
of Louis XVI acceptance of the “Rights 
of Man.” On the evening of the same 
day he was charged with the answer of 
Louis to the demands for food for starv- 
ing Paris, the subsistances. 

On January 12, 1790, he presented a 
“Projet d’ Administration pour la Ville 
de Paris,” whose author was M. de la 
Métherie, a doctor of medicine. On Feb. 
1, 1790, he was chosen Secretary of the 
Assembly. On February 18, 1790, he 


sponsored the decree meting out differ- 
ent treatment to the begging friars from 
those of other orders. 

On July 17, 1790, he was chosen with 
the elder Mirabeau, Siéyés and ten 
others, to be present at the ceremony 
celebrating the memory of Benjamin 
Franklin. 

On September 12, 1790, he proposed 
the establishment of a Committee of 
Health. His proposal was adopted, but 
its powers were limited to medical edu- 
cation and scientific research. 

The Year IT found him at Arras, as a 
director of military hospitals. He was 
suspected of “moderate” trends and had 
to prove his good citizenship. He was 
imprisoned after the 9th of Thermidor, 
Year IT, but was released. 

Then he retired to private life, but 
not to private activity. As a doctor of 
the Bureau of Welfare of the Halles aux 
Blés, he addressed to the mayors of the 
twelve Paris arrondissements letters 
urging their codperation with the medi- 
cal committee for propaganda for vacci- 
nation. The following year, he was ap- 
pointed with Thouret to a “central vacci- 
nation committee,” whose secretary was 
Husson. In 1803, he was president of the 
vaccination committee which reported to 
Bonaparte (First Consul). On March 1, 
1805, he was received by Pope Pius VII, 
then at Paris, to whom he presented a 
report of this committee on vaccination. 

In 1807 he founded the Société Acadé- 

mique de Médecine, composed of the old 
members of the Faculty of Medicine of 
Paris. He was its president until his 
death. 
' But by now, his health was breaking, 
undermined both by age and intellectual 
toil. He died at Paris, March 26, 1814, 
from anthrax of the left shoulder. 

The activities of Guillotin as president 
of the Academy of Medicine were varied ; 
he served on the committee which exam- 

(Continued on page 311) 
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Fig. 3. Final page of a meeting of the Academy of Medicine under the presidency of Dr. Guillotin, 
held June 14, 1808. Original in author’s collection. 
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The Use of Plasma, Whole Blood and Human Serum 
Albumin by the Armed Forces* 


LT. COL. DOUGLAS B. KENDRICK, JR., M.C., A.U.S. 


FROM THE BLOOD RESEARCH DIVISION, ARMY MEDICAL SCHOOL, 
WASHINGTON, D.C. 


sions in the treatment of casualties 

resulting from warfare was well 
established during World War I. The 
years intervening between 1918 and 
World War II saw the development of 
simple, safe methods of performing 
whole blood transfusion, and this type 
of therapy has become legion in civilian 
as well as military medicine. 

Although prior to 1938 the technic of 
performing blood transfusions in fixed 
hospitals was a routine procedure, very 
little thought had been given to the use 
of whole blood or other forms of replace- 
ment therapy by mobile units of the 
Army in the field. The onset of World 
War IT forcefully focused attention upon 
the need for some effective type of 
therapy for the treatment of shock, 
burns, hemorrhage and other complica- 
tions resulting from warfare. Whole 
blood was naturally considered as the 
best transfusion medium to be used, but 
certain properties of blood enhance the 
difficulties of making it available in the 
field. Whole blood must be refrigerated, 
it must be typed and used in only group 
specific recipients; transportation over 
rough terrain causes increased hemol- 
ysis unless special precautions are 
taken, and ‘the safe storage period of 
whole blood is limited to a few days. 


i ee value of whole blood transfu- 


*Read before the International College of Surgeons, 
New York, June, 1943. 
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These factors argued against the use of 
whole blood as a routine therapeutic 
agent in the field. It was necessary, 
therefore, to investigate other replace- 
ment fluids that might replace or sub- 
stitute for whole blood transfusion. 
Fortunately, between the years 1935 
and 1940, experimental work on the use 
of blood plasma and serum for the treat- 
ment of shock and burns had been car- 
ried out independently by Elliott? ?; 
Mahoney*; Levinson‘; Strumia and 
Wagner’; Harkins* 7; Solandt and Best? ; 
Low®; Elman?®; Rhodes, Wolfe and 
Lee'!; and others. The results of these 
workers demonstrated conclusively that 
untyped plasma and serum were suit- 
able and effective substitutes for blood 
in the treatment of shock, burns and 
hemorrhage. This preliminary experi- 
mental work on plasma and serum 
proved of great value to the Armed Ser- 
vices in determining the best types of 
replacement fluids to be adopted for use 
in the prevention of traumatic shock and 
the treatment of burns and hemorrhage. 
Early in 1940, with the help of the 
National Research Council, studies were 
undertaken to determine the most efiec- 
tive type of blood derivative that could 
be used by the Army and Navy. Plasma, 
the liquid portion of blood obtained by 
adding an anticoagulant to whole blood, 
and serum, the liquid phase that sep- 
arates when blood is allowed to clot, 
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were both considered. Plasma was 
selected as the fluid of choice because 
of its greater yield, ease of preparation 
and relative freedom from reaction. 
During the course of these studies it was 
learned that plasma can be prepared and 
preserved in three ways: in the liquid, 
frozen and dried states. 

Liquid plasma, properly collected 
under a closed system to maintain ster- 
ility, can be stored at room temperature 
(23°) for approximately fifteen months 
and injected safely after this storage 
period. 

Frozen plasma can be preserved in the 
frozen state indefinitely. When thawed 
in a 37° water bath, it provides a clear, 
amber liquid, equivalent to fresh whole 
plasma. 

Dried plasma, desiccated under vacu- 
um from the shell frozen state to a 
residual moisture of 1 per cent and 
stored in vacuo can be preserved and 
safely used after five years’ storage. It 
was concluded from the studies carried 
on by the National Research Council 
and the work done by the Army and 
Navy that dried plasma was the most 
acceptable blood derivative for the fol- 
lowing reasons: 


(1) Storage period is prolonged 

(2) Requires no refrigeration 

(3) Is stable in hot and cold climates 

(4) Can be transported with impunity 

(5) Typing is not required 

(6) Is easily available to medical units 
in the field 

(7) It is retained in the vascular bed 
and replaces the lost circulating 
blood volume in shock, burns and 
hemorrhage. 


PLASMA PACKAGE 


In order to make plasma available to 
medical installations in the field, aboard 
ship and on combined land and sea 


operations, it was necessary to have a 
complete plasma kit which would allow 
for the administration of plasma without 
additional equipment. Representatives 
of the Army and Navy working together 
developed a dispensing set known as the 
“Standard Army-Navy Package of Dried 
Plasma” which provided a complete set 
for the injection of plasma. 

A description of the Army-Navy 
Standard Package of dried plasma 
follows: 

The completed package is made up of 
two 400 cc. bottles, stoppered with 
skirted, vaccine-type stoppers, a com- 
plete intravenous set and air-way as- 
sembly and two metal cans in which the 
complete set is sealed. The cans are 
packaged in a tape-sealed water-proofed 
fiberboard box. One bottle contains the 
dried plasma obtained from 300 ce. of 
citrated plasma (equivalent to a pint of 
blood) and is sealed under 29 in. of 
vacuum. The vacuum pack serves two 
purposes: It facilitates the transfer of 
the distilled water to the plasma bottle 
under a closed system and it reduces the 
chance of moisture from the air gaining 
access to the plasma during storage. 
The plasma bottle is fitted with a cloth 
tape for suspending it in the inverted 
position while the plasma is being in- 
jected. The other bottle contains 300 ce. 
of sterile pyrogen-free distilled water 
sealed at atmospheric pressure. The 
intravenous equipment consists of 48 
in. of rubber tubing which contains 
a glass cloth filter for filtering the 
plasma as it is administered. At one end 
of the intravenous set is an intravenous 
needle and at the other end a short 
needle which connects the set to the 
plasma bottle. The airway assembly is 
made up of 9 in. of rubber tubing 
with a connecting needle attached at one 
end and a cotton filter at the other. The 
bottle containing the distilled water and 
the sterile intravenous equipment is 
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packed in one can which is filled with 
nitrogen to prevent oxidation of the rub- 
ber during the long storage period. The 
bottle containing the dried plasma along 
with the sterile intravenous and double- 
ended needles is sealed in the second 
can under 25 in. of vacuum. The in- 
structions for reconstituting and using 
the plasma are lithographed on the 
plasma can. 

The plasma is made ready for use by 
inserting the double-ended needle in the 
stopper of the distilled water bottle. 
This bottle is then inverted and the other 
end of the needle is plunged into the 
stopper of the dried plasma bottle. The 
vacuum in this bottle causes the water to 
flow in and the plasma being very hydro- 
phylic goes into solution in about ninety 
seconds. The needles of the airway as- 
sembly and intravenous set are con- 
nected to the plasma bottle and the 
plasma is ready to administer. 


The plasma package as described 
above is being assembled for the Army 
and Navy by nine commercial biological 
laboratories in the’ United*States. The 
blood required for the production of this 
plasma is being obtained by the Amer- 
ican Red Cross from volunteer donors. 
Thirty-three Red Cross Blood Donor 
Centers have been established in densely 
populated areas throughout the country 
and, at the present time, more than 
90,000 bleedings are being collected per 
week. In New York City alone, over 
1200 people donate their blood in a 
single day! As the blood is collected it 
is transported under refrigeration to the 
nearest plasma processing laboratory 
where it is dried and packaged. With 
this program as outlined, it is anticipated 
that sufficient quantities of plasma will 
be made available to supply the needs of 
our fighting forces all over the world. 

In addition to the dried plasma pro- 
gram, liquid, frozen plasma is being pre- 
pared in several Army installations in 


this country, making it possible to sup- 
ply liquid plasma to all medical installa- 
tions in the Continental limits. In this 
way, dried plasma is conserved for use 
abroad. 


ALBUMIN 


Another blood derivative which has 
been developed in the last three years 
and adopted for use by the Army and 
Navy is human serum albumin. Al- 
bumin, one of the protein constituents 


‘of plasma, can be fractionated by the 


method of Cohn and separated out in a 
relatively pure form. It makes up 65 per 
cent of the plasma proteins and it pro- 
vides approximately 85 per cent of the 
osmotic pressure exerted by blood. Al- 
bumin is supplied for use in a concen- 
trated form, each unit providing 25 
grams of albumin dissolved in 100 ce. of 
a buffered diluent. This quantity of 
albumin is osmotically equivalent to ap- 
proximately 1000 ce. of whole blood. 
Albumin is supplied to the Army and 
Navy in a double-stoppered vial packed 
with sterile intravenous equipment in a 
metal can. The albumin package offers 
certain advantages over the plasma kit. 
It is very small and compact and as the 
albumin is bottled in the liquid form and 
does not have to be reconstituted prior to 
injection, it is ready for immediate use. 
Due to its small size, it can be made avail- 
able to many medical units in which the 
limitations on space for equipment would 
eliminate the large unit of plasma. 


_ CLINICAL USE OF REFLACEMENT FLUIDS 
BY THE ARMY 


The replacement fluids that are avail- 
able for the Army are: (a) human blood 
plasma, dried and liquid; (b) human 
serum albumin; (c) fresh whole blood; 
and (d) stored blood. Dried plasma is 
now supplied to all medical installations 
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in the “theater of operations” as far for- 
ward as the Battalion Aid Station. 
Human serum albumin will be supplied 
to units, such as airborne troops and 
amphibian troops who have limited 
space for equipment and are unable to 
carry the larger plasma package. Whole 
fresh blood and stored blood transfu- 
sions will be used in medical units behind 
the Division Zone. 

(a) Human blood plasma is considered 
to be the most effective blood derivative 
available at the present time for the 


treatment of shock and burns, and is: 


equally effective as an emergency meas- 
ure in the control of hemorrhage. 

Since the initiating and sustaining 
factor in the development of shock is 
the decrease in circulating blood volume, 
the treatment resides in replacing the 
lost volume with a protein fluid which 
will be retained in the vascular bed. Ex- 
perimental and clinical experience has 
proved the efficacy of plasma as a re- 
placement fluid in shock. To obtain the 
best results plasma must be given early 
and in sufficient quantity to replace the 
volume lost. The initial dose required 
is normally 500 cc. and if the blood pres- 
sure is not raised to a physiologic level 
the quantity should be repeated. It may 
be necessary to administer as much as 
2500 ec. of plasma in the first twenty- 
four hours following injury in order to 
maintain a normal blood pressure and 
prevent anoxia from developing. 

Approximately 80 per cent of the 
deaths that occur in the first forty-eight 
hours as a result of burns are due to 
shock. It is apparent, therefore, that 
shock must be treated early and vigor- 
ously in burn cases. Plasma should be 
injected in large doses and repeated 
frequently. There are two relatively 
simple methods that may be used to 
determine the quantity of plasma re- 
quired. One is to estimate by the use 
of Berkow’s Chart the percentage of sur- 





face area of the body involved. If there 
is a burn covering 10 per cent of the 
body surface, 1000 cc. of plasma should 
be given in the first twenty-four hours. 
Likewise, a 30 per cent body burn will 
require approximately 3000 cc. of plasma 
or roughly for every 10 per cent of body 
surface burned, 1000 cc. of plasma 
should be injected in twenty-four hours. 
The amount injected should not, how- 
ever, exceed 4000 cc. The other method 
is to make frequent hematocrit deter- 
minations and for each point above 50 
per cent registered on the hematocrit 
tube, 100 cc. of plasma should be given. 

Plasma has proved to be a very effec- 
tive emergency therapeutic agent in the 
treatment of hemorrhage. Death from 
hemorrhage is produced, not by loss of 
erythrocytes, but by loss of effective 
circulating blood volume. The treat- 
ment, as in shock, is to replace the vol- 
ume loss as early as possible. The use 
of plasma as an effective measure fol- 
lowing hemorrhage has been borne out 
in the treatment of casualties in recent 
campaigns in Africa. Of course, it is 
expected that in cases of severe hemor- 
rhage whole blood in addition to plasma 
will be administered as soon as it can be 
made available. 

Increased intracranial pressure result- 
ing from head injuries may be reduced 
by the use of concentrated plasma. The 
usual method of preparing concentrated 
plasma is to add only one-fourth of the 
normal quantity of diluent to the plasma 
when restoring it to the liquid state. This 
will yield a 4 X’s concentrated solution 
which can be injected intravenously. 
The use of concentrated plasma should 
be confined to the treatment of cerebral 
edema; it is not advocated for use in 
shock or burns. 

In nutritional edema and hypopro- 
teinemia, plasma infusion offers a satis- 
factory method for helping to replace 
the low blood proteins. It is especially 
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helpful in those cases where operative 
procedures are indicated. Although it is 
felt that plasma has its greatest use in 
surgical emergencies, there are many 
medical diseases in which plasma has 
been used as an adjunct to other therapy 
and the results obtained have been en- 
couraging. Several thousand reports on 
the use of plasma throughout the Army 
reveal that plasma has been used for the 
treatment of pneumonia, infectious jaun- 
dice, diabetic coma, meningitis, the 
nephrotic syndrome, Rocky Mountain 
spotted fever, malaria, heat exhaustion, 
cirrhosis and in many other medical dis- 
eases. Plasma is effective in these dis- 
eases probably because it overcomes the 
existing hypoproteinemia or prevents 
the development of periphereal circu- 
latory failure which is frequently asso- 
ciated with medical diseases. 


ADVERSE REACTIONS FROM THE ADMIN- 
ISTRATION OF PLASMA 


Although the reaction rate from the 
use of plasma is much lower than that 
generally encountered when whole blood 
is used, the cause of reactions from 
plasma is worthy of consideration. Ad- 
verse reactions from plasma may be due 
to any one or a combination of the 
following: 


(1) The presence of allergens in the 
plasma to which the recipient is 
sensitive 

(2) Bacterial contamination of the 
pooled plasma 

(3) Pyrogenic substances in the plas- 
ma or distilled water with which 
the plasma was restored 

(4) Improperly cleansed intravenous 
equipment used for administering 
plasma 

(5) Improper desiccation of plasma 

(6) The presence of red-blood-cell 
stroma in the plasma 


(7) Excessive heating of the plasma 
prior to or during administration. 


The reaction rate from liquid or 
dried plasma may vary from 1.0 per cent 
to 3.0 per cent. Adverse reactions to 
plasma are usually urticarial or pyro- 
genic in nature, the most frequent type 
resulting from sensitivity in the re- 
cipient to allergens present in_ the 
plasma. Allergic reactions are usually 
manifested by local or generalized 
urticaria or angioneurotic edema. Ana- 
phylactic shock rarely, if ever, occurs 
following the use of human _ plasma. 
Allergic reactions are usually controlled 
easily by the injection of 1:1000 solution 
of adrenaline. 

Pyrogenic reactions, characterized by 
chills or rigor followed by a sharp rise 
in temperature appearing 15 minutes to 
1 hour following injection, may result 
from the use of plasma. The tempera- 
ture usually returns to anormal level in 
a few hours without treatment. 

Hemolytic reactions have been re- 
ported following the intravenous injec- 
tion of unusually high titred group 
specific human serum, but this type of 
reaction is not to be expected when 
pooled human plasma is injected. 

(b) Albumin has been accepted by the 
Army and Navy as an effective blood 
derivative for the treatment of shock 
and burns. It is realized that albumin 
is not a completely adequate replacement 
fluid when the patient is dehydrated. In 
cases of injury complicated by dehydra- 
tion, it is essential that supplemental 
fluids and electrolytes be administered 
by mouth or parenterally when albumin 
is injected. 

For the prevention of shock, one unit 
of albumin containing 25 grams of al- 
bumin in 100 ee. of buffered diluent is 
injected intravenously in from eight to 
twelve minutes. If the blood pressure is 
not restored to normal and the clinical 





appearance of the patient is not im- 
proved, a second unit of albumin should 
be injected within a short time after the 
first is given. As a rule it is not neces- 
sary to inject a third unit immediately, 
but it may be used four to six hours later. 
When in doubt as to the state of hydra- 
tion, fluids should be injected parenter- 
ally immediately after the albumin is 
given or the albumin may be added to 
the crystalloid solution in the ratio of 
100 ec. of albumin to 1000 ce. of fluid and 
the two injected together. 

Albumin must be used cautiously in 
patients where concealed hemorrhage 
may be a complication. Twenty-five per 
cent albumin draws fluid into the vas- 
cular bed rapidly, thereby elevating the 
blood pressure very soon after the albu- 
min is given. Therefore, great care must 
be exercised in the use of 25 per cent 
albumin in casualties with penetrating 
wounds of the chest or abdomen. When 
gross hemorrhage is suspected, albumin 
might well be withheld until the bleeding 
points are ligated. 

(c) Recent developments in the field 
of replacement fluids have not removed 
the necessity for whole blood transfu- 
sions. Whereas plasma and albumin are 
effective therapeutic agents in shock and 
burns, whole blood is still indicated in 
severe hemorrhage, secondary anemia 
from burns, infections, carbon monoxide 
poisoning, and many medical diseases. 

For military use, it is considered feas- 
ible to use both fresh whole blood and 
stored blood transfusions. In order to 
make fresh blood available in the “theater 
of operations,” the distilled water bottle 
from the Standard Army-Navy Plasma 
Package will be salvaged and utilized. 
After the water has been removed from 
this container to restore plasma to a 
liquid state, there remains a completely 
closed sterile container. The required 
amount of sodium citrate can be intro- 
duced into the bottle and it is then ready 
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for the collection of blood. The stopper 
is removed from the bottle and the blood 
is collected by gravity through a rubber 
tube connected to the vein of the donor. 
When the bottle is filled the stopper is 
replaced. Blood collected in this manner 
is administered within four hours after 
it is collected. An intravenous set sal- 
vaged from a plasma package provides a 
very satisfactory piece of equipment 
for dispensing the blood. The utiliza- 
tion of salvaged equipment from the 
used plasma package removes the neces- 
sity for transporting large quantities of 
transfusion apparatus to the “theatre of 
operation.” 

It may be necessary to have stored 
whole blood on hand for immediate use. 
Equipment will be provided in large 
fixed medical installations where whole 
blood can be collected under a “closed 
system” and stored in refrigerated boxes 
for a period of five to seven days. It is 
expected that most of the blood collected 
for storage will be taken from proved 
Group O donors, thus making it possible 
to inject this blood into recipients of all 
types. Cross matching will be done in all 
cases when time permits. 


SUMMARY 


The development and use of plasma 
and human serum albumin by the.Army 
have been presented. The type of equip- 
ment used by the Armed Services for 
packaging and administering plasma, 
albumin and whole blood has been de- 
scribed. The indications and clinical use 
for these replacement fluids have been 
discussed. 

It is concluded that plasma and human 
serum albumin are adequate replacement 
fluids for the treatment of traumatic 
shock and burns, and when used judi- 
ciously in conjunction with whole blood, 
as indicated, plasma and albumin are 
the most effective replacement fluids 
now available. 
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RESUME 


Le développement et Pemploi du plas- 
ma et de V’albumine de sérum humain 
sont relatés par l’auteur. Le type de 
Poutillage employé par l’armée pour 
Pempaquetage et l’administration du 
plasma, de l’albumine et du sang entier 
est expliqué et démontré par Kendrick. 
Les indications pour l’emploi clinique 
de ces fluides de remplacement sont 
formulées. 

L’auteur conclue que le plasma et 
Valbumine séreux humain suffisent pour 
le traitement du choc traumatique et 
aussi pour le traitement des brilures. 
Il affirme qu’employés judicieusement et 
en conjunction avec le sang entier, le 


on 


plasma et l’albumine sont les meilleurs 
fluides de remplacement que nous pos- 
sédons actuellement. 


SUMARIO 


EK] adelanto en él, y el usa del plasma 
y del suero-albumen humano en _ los 
ejercitos han sido aqui presentados. 

EK] método y equipo en uso en los ser- 
vicios de los ejercitos para el empaque 
y para la administracién del plasma, el 
albumen y de sangre completa son trata- 
das en detalle. 

Los indicaciones y el uso clinico de 
estos fitiidos de reemplazo han sido dis- 
cutidos. Se dice en conclusién que el 
plasma y el suero-albumen humano son 
fluidos adecuados para el reemplazo y 
para el tratamiento del choque trau- 
matico y de quemaduras, y si empleados 
discretamente en conjunto con sangre 
total, segun indicaciones, el plasma y el 
albumen son los mas efectivos fliidos de 
reemplazo que hasta ahora existen. 


BuBosE 


3Aech ONMCaHO pa3sBuTHe NpHMeHeHAA B 
apMHM 1a3MB M YeTOBEYeCKaro CHBOPOTOY- 
Haro Oemka. Otnucana almapatvpa, yno- 
TpeOiseMaa apMuei Aa yilakoBKU u MpH- 
M€H€HHA WAa3Mb, Oetka uM BCef KpOoRH. 
Taxkxe pa300paHhl ykKa3aHHA HW KAMHMYeECKOe 
ynorpeOmeHwe 3THX 3aMealONux XH TKOC- 
Tei. 

ABTOp 3akK2104aeT, ITO IPH WeYeHUU TpaB- 
MaTuYyecKaro WoKka UW OMKOTOB, WAasMa U 
CHBOPOTOYHHH CestoK OYeHb xopomn. Oco- 
OeHHO, eCIM eCTD yKa3aHue Ha TMeperuB 
KPOBH, TO 3TH ABE KUAKOCTH, CCAM MPaBMAb- 
HO IIPMMeCHEHH, ABIAIOTCA CAMBIMM Jy4IMMH 
AA COBMecTHaro yroTpeOjeHuA co BCcer 
KPOBLW. 








Gas Casualties* 


BRIG. GEN. ALDEN H. WAITT, ASST. CHIEF CHEMICAL WARFARE 
SERVICE FOR FIELD OPERATIONS 


WASHINGTON, D.C. 


HAVE been asked to discuss gas cas- 
ualties. By the term “gas casualty,” I 
shall refer to human subjects injured 
or made ill by the effects of a war gas or 
chemical agent. Since I am not by pro- 
fession a physician, I shall make no at- 
tempt to describe to you in detail the 
pathologie or clinical findings in these 
cases, nor shall I discuss their treatment. 
I shall instead confine my remarks to a 
general description of the effects of the 
more important chemical agents upon 
the human subject, and try to give you 
some idea of their effectiveness when 
employed as an instrument of war. 
Many hundreds of poisonous chemical 
compounds have been investigated but 
relatively few fulfil the requirements for 
an effective war gas. These fall into five 
physiologic classes, but the boundary 
lines between them are not sharp. There 
are a number of chemical agents which, 
while belonging primarily to one class, 
may produce the effects of agents of one 
or more other classes. The first of these 
classes includes the lacrimators, or tear 
gases, which act almost exclusively upon 
the eyes to produce pain, spasm of the 
lids, a flow of tears and temporary inter- 
ference with vision. In high concentra- 
tions they will also redden and irritate 
the hot sweaty skin. Their effects last 
only a few minutes and they are used 
chiefly to harass the enemy. Their 
casualty effect is nil. 
*Presented at the Fourth International Assembly 


of the International College of Surgeons, held in 
New York, June, 1943. 


The second class is composed of the 
vomiting gases. These are arsenical 
smokes which induce sneezing, swelling 
of the nasal mucous membranes, a pro- 
fuse watery discharge from the nose, 
pain in the sinuses and teeth, and a raw 
soreness in the windpipe, followed by 
nausea and vomiting and considerable 
mental depression. These effects, as you 
may well imagine, make it difficult for the 
victim to wear a gas mask. A man fully 
affected by a vomiting gas looks and 
feels about as miserable as a human speci- 
men can. Fortunately, however, he is not 
seriously injured, and it has been demon- 
strated many times that he is still capable 
of strenuous physical exertion. If he can 
be induced by inspiring leadership to 
carry on, he can do so without injury to 
himself and the effects generally pass off 
in a few hours. The casualty effect of 
these gases is practically nil, but their 
harassing value is high. 

The third class, the choking gases, 
is an important one from the casualty 
standpoint. These gases act primarily 
on the lungs, where in addition to other 
destructive effects, they induce pulmon- 
ary edema which seriously interferes 
with gaseous exchange. The oxygen of 
the blood falls and a series of symptoms 
closely resembling shock supervenes. 
Death is due to an intense want of oxy- 
gen by the body tissues, which usually 
culminates in a failure of the circulation. 
The most successful of these gases in 
World War I were phosgene and chlor- 
ine. In high concentrations they are 
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rapidly lethal to men without gas masks, 
but as employed against American troops 
in the first World War, the mortality was 
low, under 3 per cent. Among the 8700 
such cases hospitalized in France, the 
mortality after reaching hospital was 
very low; only 73 total deaths were re- 
corded, or less than 9 deaths per 1000 hos- 
pital cases. It is clear that many of these 
patients die before reaching hospital, 
some on the battlefield before medical as- 
sistance can get to them. The peak of 
mortality for the lung irritant cases oc- 
curs in first twenty-four hours, and if the 
patient survives to reach the hospital he 
has a considerably improved chance for 
recovery. The choking gases were re- 
sponsible for 23.5 per cent of all definitely 
classified A.K.F. gas cases hospitalized 
in France. 

The king of all war gases, mustard 
gas, belongs to the fourth class. They 
are known as the blister (or vesicant) 
gases. These are liquid chemical agents 
which vaporize slowly to highly toxic 
vapors. Hither the liquids or the vapors 
burn and injure any part of the body 
they contact. The eyes and respiratory 
tract are particularly susceptible but the 
skin as well is reddened, burned and 
blistered. When they are ingested by 
swallowing contaminated saliva, food or 
water, they violently irritate the gastro- 
intestinal tract and produce all the at- 
tendant symptoms of pain, nausea and 
vomiting. When the respiratory tract is 
seriously injured, it becomes very sus- 
ceptible to infection. Secondary broncho- 
pneumonia was responsible for nearly all 
the deaths due to mustard gas in the 
World War. 


There are a number of vesicant war 
gases. They may be grouped roughly 
into three main groups: the mustards, 
which are compounds containing sulfur ; 
the nitrogen mustards, which are com- 
pounds containing nitrogen; and the 
arsenical vesicants, which are compounds 


of arsenic. The most effective of the 
arsenicals, lewisite, has not yet been used 
in war (unless recently by the Japanese), 
nor have any of the nitrogen mustards. 
However, all these latter agents are 
known to have a more powerfully de- 
structive effect on the eyes than mustard 
gas, and they are equally or more dam- 
aging to the respiratory tract. 

Unfortunately for the victim, with the 
exception of the arsenical vesicants, 
these agents are very insidious in their 
action. They produce no immediate pain 
and some have almost no odor. The 
victim may be severely or even fatally 
injured without realizing that he is being 
exposed. In investigating industrial 
mustard gas accidents one cannot help 
being impressed with the fact that the 
vast majority of the patients did not have 
any idea they were contaminated and 
being burned. Pain and reddening of 
the skin do not begin for some hours, 
long after the damage is done. Even 
liquid mustard in the eye is only mildly 
irritating for the first hour, yet the dam- 
age is irreparably done in the first five 
minutes. 

On the other hand, the arsenical vesi- 
eants, of which lewisite is the prototype, 
cause instantaneous excruciating pain 
upon striking the eye, with immediate 
spasm of the lids. Stinging pain is felt 
within 2 or 3 minutes after liquid lewisite 
contaminates the skin. Its vapor is like- 
wise quite irritating to the eyes and 
respiratory tract and practically com- 
pels wearing of the gas mask. It is there- 
fore probable that if troops escape the 


- liquid lewisite, they may have sufficient 
_ warning from its irritating vapors to 


mask in time to avoid serious injuries 
of the eyes and respiratory tract. 
These arsenical vesicants induce seri- 
ous or fatal arsenical poisoning by ab- 
sorption through the skin in animals. It 
is not known whether this danger is as 
serious in man, since no human subject 
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has yet been widely burned with lewisite. 
It is known, however, that lewisite rap- 
idly penetrates the human skin and 
theoretically the systemic absorption of 
1 to 2 ee. of lewisite could be fatal. 

Some of the nitrogen mustards are 
likewise fatal to animals by absorption 
through the skin, but here comparative 
data in man are lacking. We should be 
glad to determine this if any of you 
gentlemen are willing to volunteer as 
test subjects. 

Mustard was certainly the king of all 
gases in World War I. It accounted for 
three-fourths of ali classified A..F. gas 
casualties hospitalized in France, and 
for about 90 per cent of all classified gas 
deaths in hospital. There were nearly 
28,000 known mustard gas cases with 
about 600 deaths, a case fatality of about 
2 per cent. 

The fifth class of chemical agents is 
known as the blood and nerve poisons, 
since their local effects are minimal, and 
their poisonous properties become mani- 
fest only after absorption in the general 
circulation. The only ones employed to 
any extent in World War I were arsine 
gas and hydrocyanic acid gas. 

Arsine acts in a number of ways in the 
body, widely inhibiting enzyme systems, 
but it manifests itself clinically chiefly 
by its striking effect upon the red blood 
cells. In severe cases it causes wide- 
spread hemolysis and much of the lib- 
erated hemoglobin is passed in the urine. 
Hemoglobin concentrates in the kidneys 
and may block the tubules and lead to 
kidney failure. The subject suffers chills, 
nervousness, exhaustion and collapse 
during the stage of hemolysis. He soon 
develops anemia, and in the course of a 
few hours jaundice begins to appear. 
This may progress until he is deeply 
jaundiced. If he survives the acute 
stages of the poisoning he may then de- 
velop typical symptoms of arsenic poi- 
soning. The vast majority of cases, 


however, are less severely affected and 
actually the mortality among the hos- 
pitalized A.E.F. cases in the World War 
was extremely low. There were only 
three deaths among the 577 cases, a mor- 
tality of only 14 per cent. 

Other classes of chemical warfare 
agents such as the screening smokes and 
incendiaries may cause incidental in- 
juries to troops, but they are not used 
primarily for that purpose. Certain 
other gases incident to war, such as car- 
bon monoxide and nitrous fumes, may 
cause occasional poisoning, but these are 
not classed as agents of chemical war- 
fare. 

It is apparent that while chemical war- 
fare agents caused a large number of cas- 
ualties, they did not cause many deaths 
in the first World War. Nearly one- 
third of all the A.E.F. battle casualties 
hospitalized in France were due to war 
gases. The mortality among these cases 
was only 134 per cent. The hospital mor- 
tality among those wounded by other 
weapons was 8.1 per cent. A much more 
striking picture is obtained if those killed 
in action or dying before reaching the 
hospital are included. The overall gas 
mortality then becomes almost exactly 
2 per cent, while the mortality due to all 
other weapons is 24 per cent. The ratio 
of all other wounded to gassed cases is 
therefore 2 to 1 but the ratio of deaths 
is 12 to 1. 

Since it requires a medical staff of 
about four men per hospitalized casualty 
to accomplish evacuation and to care for 
the casualty during the period of hos- 
pitalization, a large number of wounded 
is a serious encumbrance to an army. 
Therein lies one of the important tactical 
values of chemical weapons. Based on ex- 
perience in the last war, one may say they 
wound but they seldom kill. The average 
stay in hospital for gas cases is, however, 
less than half that for other battle in- 
juries. Nearly three million man fighting 
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days were lost by the A.K.F. due to gas, 
and the average case remained in hos- 
pital forty-two days. This compares 
with an average stay of ninety-five days 
for non-gassed wounded. 

Time does not permit me to analyze 
for you the disabilities resulting from 
gas, but it may be said that only four 
cases of total blindness resulted in the 
A.K.F.; there were eleven times that 
many cases caused by other weapons. 
There were only twenty-nine cases of 
loss of vision in one eye due to gas and 
forty times that many due to other 
weapons. Not a single case of loss of 
limb or joint was due to gas. 

It is a matter of pure speculation to 
predict the types and rates of gas casu- 
alties in the present war, if gas warfare 
is initiated. Certainly gas will not be 
used piecemeal as it was in the last war. 
It is likely that enormous quantities of 
gas will be dumped on opposing forces 
from the outset. The airplane will so 
greatly increase both the capacity and 
range for the dissemination of chemicals 
that chemical warfare operations in this 
war can scarcely be compared with the 
last war. The only targets which could be 
reached by gas weapons in the last war 
were those in the forward combat areas 
and chemical casualties were almost 
wholly limited to those areas. In this war 
there is no such limitation. Targets may 
and doubtless will be selected in any 
strategic area that can be reached by 
bomber planes—not one plane but hun- 
dreds of planes. 

Attacks may actually be more frequent 
in rear military areas than in the for- 
ward zones, and neither port facilities, 
naval bases, railway centers nor war fac- 
tories will be immune. There seems little 
doubt that the enemy may attempt to 
terrorize the civilian populace with gas 
if it seems opportune to do so. 

Planes can now spray vesicant gas 
like rain over a wide area. This falling 


spray presents a serious hazard to the 
unprotected eyes and skin, and the vapor 
that rises from it would damage the un- 
protected eyes or respiratory tract in a 
very few minutes. Contaminated cloth- 
ing would have to be shed quickly to . 
avoid severe body burns, unless the 
clothing were heavy woolens and the 
contamination very light. 

Aerial bombs charged with gas can be 
carried with the same facility that high 
explosive bombs are now carried, and 
many tons of gas can be dumped on the 
selected target in the space of a few min- 
utes. It seems probable that an objective 
will seldom be attacked with gas bombs 
alone but that these will usually be mixed 
with high explosive demolition bombs 
and incendiaries. The difficulties of the 
fire fighters and rescue squads will be 
enormously increased under these cir- 
cumstances and high casualty rates seem 
inevitable. 

Very high crash concentrations of the 
lethal systemic poisons and lung irritant 
gases now appear possible with heavy 
airplane bombs, and it seems probable 
that the low mortalities obtained with 
those agents in the World War may be 
surpassed in this war. 

Not much can be said about the new 
war gases because of necessary military 
secrecy, but certainly the nitrogen mus- 
tards present greatly increased dangers 
to the eyes. 

A gas attack of any significance upon 
continental United States seems mili- 
tarily impossible at this time. The Allied 
Nations have no intention of initiating 
gas warfare but should the Axis Nations 


decide to do so they will find us well 


prepared. 
SUMMARY 


Chemical agents are classified, accord- 
ing to their effects upon the human sub- 
ject, into five physiologic groups: (1) 
tear gases, which act upon the eyes to 
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produce tears and temporary interfer- 
ence with vision; (2) vomiting gases, 
arsenical smokes which affect the nasal 
passages, sinuses and windpipe and 
cause nausea; (3) lung choking gases 
which produce pulmonary edema; (4) 
blister (or vesicant) gases, which affect 
skin, eyes and respiratory organs; (5) 
blood and nerve poisons which are 
absorbed into the general circulation. In 
the present war, danger from chemical 
warfare is increased since the airplane 
augments both the capacity and range 
for the dissemination of chemicals. 


RESUME 


D’aprés leurs actions sur les tissus 
humains, les agents chimiques sont en 
cing groupes physiologiques: (1) les 
gaz lachrymogenes qui occasionnent le 
larmoiement et un trouble temporaire de 
la vue; (2) les gaz sternutatoires, les 
vapeurs et fumées arsénicales qui agis- 
sent sur les voies nasales, les sinus, le 
larynx et la trachée; (3) les gaz qui 
irritent les poumons et qui déterminent 
V’oedéme pulmonaire; (4) les gaz vesi- 
cants qui agissent sur la peau, les yeux 
et les organes respiratoires; (5) les 
poisons systémiques qui sont absorbés 
par la circulation vasculaire. Dans la 
guerre actuelle les dangers de la guerre 
chimique se trouvent accrus vu. que 
l’aéroplane augmente la capacité et 
’étendue de dispersion et de nocivité 
des agents chimiques. 


SUMARIO 


Los agentes quimicos son clasificados 
segtin los efectos producidos en el sis- 
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tema humano y agrupados asi: (1) gas 
de lagrimas, que, como el nombre lo 
indica, causa lacrimacioén y falta de 
vista; (2) gases estornutatorios, humos 
arsenicales que irritan los pasages 
respiratorios, nariz, sinus-accesorios y 
la traquea; (3) gases irritantes a los 
pulmones y que causan edema pulmonar ; 
(4) vesicantes gases, que dafan lo piel, 
ojos y organos de la respiracién; (5) 
venenos sistémicos que penetran la cir- 
culacion general. ; 

Kn la guerra actual, el peligro del 
uso de agentes quimicos aumenta, ya que 
los aereoplanos aumentan la capacidad 
para la diseminacion de los productos 
quimicos. 


BuBoypt 


B 3aBuCMMOCTH OT MX BAMAHMA Ha 4es0- 
Beyeckuit OpraHHu3M XMMMY4eCKHE BeUulecTBa 
pasqereHbt Ha UATh u3suonr0rn4uecKux 
rpyun: 

1. Cue3unie ra3bl, KOTOpbie NOpaxaioT Tla- 
3a WM IpOM3BOAAT CIeE3bI HM BPEMEHHO MeuraloT 
3peHH. 

2. Uuxaterbuble ra3bl, MbINIbAKOBEIM ALIM, 
KoTOphle AelicTByioT Ha HOCOBLIe IpOXxoAH, 
CHHYChI HM Tpaxew. 

3. Jlerounbie = pa3qpaxureibubie ra3bhl, 
IpOu3BOAAULHe OTEK JeTKHX. 

4. OOx«xurawuyne (1pon3B0AAn He My3bl- 
pu) rash, KOTOpble MOpaxaior Koxy, Tla3a 
M AbXaTeIbHble OpraHbl. 

5. O6uyue cucremMuble AALI, KOTOPhe M0- 
rioujaiwrTcsA OOMLMM KpoBOOOpalleHnuemM. 

CamoseThl yBeIM4MBalOT ONACHOCTh XUMH- 
yeckOH BOMHHI B HacTOAljee BpeMA, MOTOMY 
4TO OHH yBeIH4YHBAWT KaK KOAMYECTBO, TAK 
H pa3sCTOAHMA, pocnpoctpaneHuaA XuMUMYeC- 
KHX BeljectTs. 
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Anesthesia during the Circumstances of War* 


E. A. ROVENSTINE, M.D. 
NEW YORK CITY, N. Y. 


HE essayist who proposes to ex- 
amine official reports, personal 


communications and the medical 
literature as a means of determining the 
anesthetic practices most efficacious in 
war circumstances should expect disillu- 
sionment. If he is handicapped, as I am, 
by lack of experience other than that 
obtained in modern civilian hospitals, 
unwarranted conclusions may be formu- 
lated. It will be the purpose in this 
discussion, therefore, to review critically 
recent recommendations from those with 
actual experience or by those with ad- 
vanced knowledge of the subject. 

In the beginning it should be pointed 
out that the ideal, from the military 
standpoint, of selecting from among the 
vast array of anesthetic drugs and meth- 
ods one or two that would fit the needs 
of war practice seems not to have been 
realized. Results with one or another 
agent or technic that are praised in one 
combat area have been condemned else- 
where. Moreover, all the drugs and 
methods in merited use for civilian prac- 
tice have found their way to the battle 
areas, and none has gained supremacy to 
exclude all others. 

Optimum anesthesia for the present 
conflict will be determined by trial and 
error. The experiences in anesthesia 
from the first World War, at least those 
of the United States Army Medical 
Corps, are of very little value. The chap- 





*Presented at the Fourth International Assembly 
of the International College of Surgeons, held in 
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ter written by the anesthetists of the 
A.E.F. excites little pride in their 
achievement. Except in a minority of 
medical units, failures were too com- 
mon, and when peace came, the proper 
anesthetic management of many of the 
war wounded was undetermined. No 
solution was reached in the problems 
of pain relief or surgical anesthesia for 
those in shock or with shock impending, 
those with severe circulatory depression 
and those with chest or cranial wounds. 
The respiratory emergencies such as 
atelectasis or hypoxia from any cause, 
fluid depletion, nonsurgical pain, con- 
vulsive states and other conditions which 
are often considered the responsibility 
of the anesthetist were inadequately 
handled. It is true that the war ex- 
periences were responsible for many 
advances in surgery and later improve- 
ments in anesthetic practices, but for the 
most part these came too late to benefit 
many of the victims of war weapons. It 
is true also that, following the peace, 
anesthetists gathered their war experi- 
ences to produce notable contributions to 
anesthesia. The classical “signs of anes- 
thesia” were conceived and later elabo- 

rated by Guedel while he was faced with 

the necessity for some guide for army 

hospital anesthesia technicians. The sig- 

nificance of respiratory obstruction and 

the value of the endotracheal type air- 
ways, which impressed Rowbotham and 

Magill, among others, while they cared 

for war casualties, caused them to re- 
vive interest and improve methods to 
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avoid obstructed airways. The universal 
appreciation of oxygen enriched at- 
mospheres during anesthesia and for 
patients with respiratory diseases was 
based to some extent upon war experi- 
ences. The early recognition and treat- 
ment of surgical shock, the avoidance of 
fatal atelectasis during open chest opera- 
tions and many more notable advances 
in anesthesia could be cited as improve- 
ments following war experiences, but it 
must be admitted that the war did little 
more than focus attention on the need 
for such improvements. 

There have been many important ad- 
vances in both the art and science of 
anesthesia during the peaceful years. 
New drugs are being used, drugs that 
have not replaced older agents of merit 
but have increased the choice and per- 
mitted more careful individualization of 
the agent for the patient and operation. 
New and improved technics and ap- 
paratus are available and competent 
experienced anesthetists are more plenti- 
ful. There is no doubt that we are better 
equipped now for war anesthesia than 
at any time in the past. However, the 
knowledge and recommendations for the 
use of old and new drugs and methods 
are largely those from proficient anes- 
thetists working under the most favor- 
able circumstances. This knowledge and 
these recommendations cannot be trans- 
ferred to mobile warfare where condi- 
tions exist which are remote from the 
refined, exacting surgical practices to- 
day, or which may require that opera- 
tions be completed by inexperienced 
surgeons and anesthetics administered 
by anyone available. 


BARBITURATES 


Present reports on anesthesia from 
the combat areas are frequently not 
associated with careful observation. 
As a consequence they may be sum- 
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marized generally as incomplete, incon- 
clusive and contradictory. No definite 
outline for anesthetic practices is avail- 
able. For example, the use of intra- 
venous barbiturates which have gained a 
merited popularity in civilian practices 
is severely condemned by some with war 
experience and enthusiastically praised 
by others. An examination of these re- 
ports indicate that if used properly the 
intravenous barbiturates (pentothal 
sodium is definitely preferred in prac- 
tically all reports) have a definite useful- 
ness in war circumstances. It has been 
learned that when these drugs are given 
intravenously one of two results may be 
had. First, a small amount may be 
used to produce unconsciousness with no 
aim at full barbiturate anesthesia. 
Second, the drug may be given, without 
plans for complemental use of other 
agents, for relaxation or long continued 
surgical anesthesia. The margin of 
safety, the convenience and the many 
desirable features of intravenous bar- 
biturate anesthesia as it may be used in 
the first instance recommend it strongly 
for present military use. When used for 
complete anesthesia it must be recog- 
nized that the barbiturates are only ap- 
plicable for good risk patients who will 
not be subjected to prolonged severe 
surgical trauma or considerable blood 
loss. Bad risk patients, particularly 
those with circulatory impairment, do 
not tolerate such anesthesia, nor can it be 
used to supplement procedures, such as 
spinal or any other anesthesia, which 
have affected circulation adversely. It 
has been determined that the intra- 
venous barbiturates depress circulation 
and render the respiratory center less 
sensitive to its normal stimulus, carbon 
dioxide, when given in large doses.’ 
There is experimental and clinical evi- 
dence that full anesthetic doses of these 
drugs are not tolerated well by labora- 
tory animals or patients with circulatory 
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impairment from trauma or hemor- 
rhage.? It seems likely that the place 
the intravenous barbiturates will occupy 
in war practices, although not com- 
pletely determined, will be one of great 
usefulness for inducing anesthesia, for 
complementing local or regional anes- 
thesia and to complete operations of 
short to moderate duration for indi- 
viduals in good physical condition. 
Numerous reports from England, the 
African and Southwest Pacific areas in- 
dicate that pentothal sodium is being 
used widely in this fashion with gratify- 
ing results. The aged should not be sub- 
jected to deep anesthesia with these 
drugs and their hazards are greatly in- 
creased in children. 


NITROUS OXIDE, ETHYLENE AND 
CYCLOPROPANE 


The gases, nitrous oxide, ethylene and 
cyclopropane are not likely to play an 
intensive réle in military use except in 
areas where steel containers, oxygen 
and modern appliances for-their admin- 
istration are available. However, in 
modern war most victims of combat are 
treated in hospitals located far from the 
fighting lines. These include the civilian 
war casualties and those evacuated for 
definitive treatment. There can be no 
argument against supplying the best 
hospital anesthesia service available for 
these wounded. Transportation may 
obviate the use of gases for mobile war- 
fare, but it will not often be an insur- 
mountable obstacle otherwise. The most 
condemning argument for not using the 
gases as they are used in civilian prac- 
tice is the lack of sufficient numbers of 
well trained personnel. The gases can- 
not be used by just anyone who has given 
clinical anesthesia. The technics are ex- 
acting and the dangers in the hands of 
the inexperienced are great. Nitrous ox- 
ide and ethylene are relatively nontoxic 


drugs with, however, a narrow margin of 
safety from the standpoint of the as- 
phyxia that frequently is a part of 
anesthesia when they are used. This 
factor together with their meager po- 
tency relegates them to instillations with 
qualified anesthetists. Cyclopropane, 
the most recent addition to the gases, has 
not been fully evaluated for patients in 
poor physical condition and those with 
recent trauma or hemorrhage. However, 
increasing experience points toward this 
drug as having a definite usefulness for 
the patient in shock or impending shock. 
The rapid induction and recovery, ade- 
quate oxygen and a favorable effect upon 
circulatory depression are features of 
cyclopropane anesthesia not to be found 
with other inhalation agents. The liberal 
use of cyclopropane during the present 
conflict has not been reported. In Eng- 
land the drug is scarce and, for the most 
part, reserved for use in thoracic sur- 
gery where it has been found to be ex- 
ceptionally useful. Another theater 
having an inadequate supply of cyclo- 
propane but finding it valuable was that 
occupied by the Australians in Africa.* 


ETHER AND CHLOROFORM 


The volatile agents, ether and chloro- 
form, played the major réle in anesthesia 
during the first World War. Ether 
stands high as an anesthetic agent under 
such circumstances as war imposes. 
Ether anesthesia is not more desirable 
than properly administered anesthesia 
with other agents from the standpoint of 
morbidity and mortality, but when the 
inexperienced need to be pressed into 
service there is much less chance (the 
results of such anesthesia are governed 
largely by the laws of chance) of com- 
mitting grave errors with ether. No 
other agent can be used as carelessly or 
improperly and be rewarded with such 
good surgical results and low mortality. 
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There are better methods for admin- 
istering ether than by “open drop” and 
these should be employed whenever pos- 
sible, but anyone acquainted with anes- 
thesia as practiced in many hospitals in 
America today would be remiss if he did 
not place “open drop ether” first for use 
by those with no or a limited experience. 

Chloroform, because of its potency, 
ease of administration and nonexplosive- 
ness, will have a definite appeal for mili- 
tary anesthetists. It is not used by the 
Army Medical Corps here, but in Eng- 
land, where it is regularly found in 
everyday use, it is employed. It is not as 
popular with the British, as determined 
by reports, as it was at the beginning 
of the war. It is being replaced by bar- 
biturates, cyclopropane, when possible, 
and spinal anesthesia. The question 
whether chloroform, because it may pro- 
duce fatalities from liver necrosis, renal 
insufficiency or cardiac effects, is to be 
absolutely avoided for surgical anes- 
thesia is not settled. The infrequency of 
such complications when it is given by 
those familiar with its use indicates that 
it may have a definite usefulness in anes- 
thesia. It should be avoided except where 
there is a specific need for a drug with 
maximum potency, noninflammability 
and rapid recovery, and by those un- 
familiar with its action. Chloroform is 
considered indispensable by the Navy 
because of the small bulk needed and its 
noninflammability. 


TRICHLORETHYLENE 


Triolene is the British trade name 
given to trichlorethylene, a volatile agent 
being employed in England and to some 
extent here. This drug is noninflam- 


mable and can be given by simple tech- 
nics. It has been recommended to replace 
chloroform when it is necessary to ad- 
minister a noninflammable agent by 
means of a machine; for example, in 
diathermy operations on the throat and 





upper air passages. The drug has a 
limited solubility in body fluids which 
may be desirable from the standpoint of 
overdosage but it also makes satisfac- 
tory anesthesia difficult in many cases. 
The drug has not yet been used clinically 
or tested sufficiently in the laboratory to 
evaluate its cardio-respiratory effects. 
The respiratory rate is increased but 
respiratory excursions are shallow. The 
heart rate is slowed, arrhythmias have 
been noted, and there is often an insta- 
bility of the systemic blood pressure. 


VINETHENE AND ETHYL CHLORIDE 


Vinethene and ethyl chloride, other 
volatile agents, have a limited place in 
civilian anesthesia practices. Their lim- 
itations need no discussion. It is unlikely 
that they would be specifically indicated 
for mobile military installations if the 
other agents discussed were available. 
No reports have been reviewed with par- 
ticular recommendations for their use in 
the present circumstances. 

A question of some magnitude that 
may influence the anesthetic practices 
with the armed forces is the explosion 
hazard with many of the agents. This 
danger is not so important from the 
standpoint of accidents during clinical 
use but it is the bigger problem of trans- 
port and storage. Reference is made to 
the subject for completeness only. Such 
decisions cannot be made by the unin- 
formed physician. 


MORPHINE 


Morphine and other opiates have been 
used universally for preanesthetic medi- 
cation. Most often they have been com- 
bined with atropine or scopolamine and 
given hypodermically some time before 
anesthesia is to be induced. This prac- 
tice has been found unsatisfactory in 
many instances where large numbers of 
casualties were to be treated surgically 
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without the benefit of definite or planned 
operating schedules. The time honored 
dose of “14 grain by hypo” due to the 
slow and uncertain rate of absorption is 
giving way to larger amounts admin- 
istered intravenously. When given by 
vein in quantities sufficient for full effect 
without dangerous respiratory depres- 
sion, morphine can be used to carry most 
of the burden of anesthesia. If scopola- 
mine is combined with it amnesia results. 
Recently substitutes for morphine have 
been prepared which have a more favor- 
able effect upon respirations. The Ger- 
man Army employs one of these known 
as Eukodal. “Eukodal is given intra- 
venously with scopolamine and a vaso- 
pressor of the ephedrine type in amounts 
which produce profound ‘twilight sleep’ 
for several hours. Circulation and respi- 
rations are not unduly depressed and 


many surgical procedures may be com-: 


pleted without additional anesthesia. 
When one is needed ether is chosen, and 
very little is required.”® An analgesic 
introduced in Germany as Dolantin, 
known in England as Pethidine and here 
as Demerol, has been used as a substi- 
tute for morphine. It does not depress 
respirations as do comparable amounts 
of morphine, the other side effects are 
less frequent and no more severe. 


TECHNICS 


It rarely follows that the agents used 
for inhalation anesthesia are more im- 
portant to the outcome than are the 
technics employed. The high accom- 
plishments of inhalation anesthesia dur- 
ing recent years in addition to the 
introduction of cyclopropane, are closed 
rebreathing or absorption of carbon 
dioxide from anesthetic atmospheres and 
the development of technics using endo- 
trachael airways. Cyclopropane and 

_¢arbon dioxide absorbers may need to 


be limited to certain nonmobile hospitals. 


but the endotracheal airway and laryn- 
goscope should be a part of every anes- 
thetist’s equipment anywhere. The dan- 
gers from respiratory obstruction cannot 
be overcome by anesthetic drugs. Main- 
taining an airway will provide the 
necessary means to prevent anesthetic 
deaths more often than stimulants, oxy- 
gen or resuscitators. During coma, 
severe circulatory depression, profound 
anesthesia, thoracic, head, face and neck 
operations the endotracheal airway and 
a proficiency in its use may often provide 
the difference between safe, satisfactory 
anesthesia and dangerous, inefficient 
anesthesia, regardless of the drugs em- 
ployed. The Medical Corps of the United 
States armed forces recognize the value 
of endotracheal airways and have made 
them a part of the standard equipment. 


Regional anesthesia has a definite 
appeal in military surgery. The equip- 
ment is readily available. Fires and ex- 
plosions, transportation and many other 
factors incidental to anesthetic supplies 
are overcome with the syringe, needles 
and solutions required. Moreover, the 
various technics for employing local 
anesthetic drugs provide a wide selec- 
tion to meet varying circumstances. 
Among the regional methods, spinal 
anesthesia enjoys the greater popularity. 
There is no need to discuss the use of 
spinal anesthesia in modern civilian 
surgical practice. Moreover, with the 
preference of many surgeons and anes- 
thetists already established, its use in 
wartime will continue to be extensive. 
The question of most importance is 
whether spinal anesthesia is safe for the 
severely wounded casualty, the patient 
in shock or impending shock. The an- 
swer at the present time must be given 
in the negative. In England the use of 
spinal anesthesia for seriously wounded 
patients has led to disappointment, and 
reports from our own forces are similar. 
The hypotension which so regularly ac- 
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companies spinal anesthesia for abdom- 
inal surgery may be combatted with 
vasoconstrictor agents in the patient who 
is not in shock. In patients who have 
suffered hemorrhage or severe trauma, 
vasoconstriction is already intense and 
imposing vasomotor paralysis merely re- 
moves a mechanism for defense against 
circulatory collapse. 

Infiltration of local anesthetic drugs 
at the site of the operation is often con- 
sidered when surgery is to be completed 
for patients in poor physical condition, 
especially from blood loss, trauma, or 
other serious physiologic impairments. 
Where such injections can be made with 
a safe amount of drug so as to provide 
adequate operating conditions, the only 
objection to their use is the psychic effect 
of surgery on the conscious patient. 
There is some indication that war cir- 
cumstances imposes psychologic injuries 
often which are not common to civilian 
practice. The emotional crisis of aerial 
warfare, the separation from friends 
and relatives, the inevitable confusion 
and strange surroundings together with 
physical fatigue and mental trauma is 
poor preparation for the surgical pa- 
tient, and he is less likely to have the 
lethargy or emotional control to permit 
surgery if he is conscious. Reported ex- 
periences indicate that general anes- 
thesia is to be preferred if it can be used. 

The use of regional nerve blocks has a 
definite place in wartime surgery. The 
most serious drawback remains the tech- 
nical difficulties encountered in perform- 
ing the injections. Nerve blocks are not 
satisfactory in a large percentage of 
cases, unless applied by those with special 
skill and experience. The most optimistic 
reports on regional anesthesia have come 
from the Russian (a few from French) 
experiences. Various nerve blocks are 
used widely in these armies with satis- 
factory results. It would serve no useful 
purpose to enumerate the many nerve 





blocks that can be employed since they 
include all parts of the body. It should 
be remembered that motor function is 
temporarily depressed with adequate 
nerve blocks and that they may serve 
this purpose and be combined with a 
light degree of general anesthesia. Prob- 
ably the greatest use for regional anes- 
thesia for the wounded is the therapy of 
pain. Such procedures as paravertebral 
blocks for fractured ribs, mandibular 
blocks for fractured mandible, brachial 
plexus blocks for injuries to the shoulder 
or arm, intramuscular injections for 
myalgia or contractions, the local injec- 
tions for sprains and at the site of frac- 
tures are especially useful in transport- 
ing patients and to avoid large amounts 
of opiates. One is led to believe that 
these procedures are not being used as 
frequently as might be indicated. 


SUMMARY 


The ideal method for anesthesia dur- 
ing war circumstances is undetermined. 
Various drugs and technics are proving 
of value, and none that has a merited 
usefulness in civilian practice need be 
avoided. The use of intravenous bar- 
biturates is being widely investigated 
for the war wounded with promising re- 
sults. Their technical application is 
being adjusted to meet the needs of mili- 
tary use. Ether remains the choice of 
many. Regional anesthesia by local in- 
filtration or nerve block is proving of 
value. Spinal anesthesia is being avoided 
for the seriously wounded. The gases 
nitrous oxide and cyclopropane are use- 
ful in nonmobile installations. The im- 
portance of the airway and the use of the 
endotracheal type are receiving especial 
attention. The ability of the anesthetist 
and the proper individualization of the 
method for the patient remain the fac- 
tors chiefly responsible for the success 
of anesthetic practices of war. 
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RESUME 


La méthode idéale d’anesthésie pour 
les blessés de guerre n’est pas déter- 
minée. Différentes drogues et differentes 
techniques se sont montrées utiles, et 
toute méthode qui a démontré son utilité 
dans la pratique civile ne doit pas étre 
abandonnée sans bonne raison. L’emploi 
intraveineux des barbiturates est a 
’étude et promet d’étre satisfaisant pour 
les blessures de guerre. Il faut adapter 


son choix de méthode aux conditions. 


environnantes. Ether est le choix de 
beaucoup. L’anesthésie régionale par in- 
filtration locale ou par blockage de nerfs 
a fait ses preuves. L’anesthésie rachi- 
dienne n’est pas beaucoup employée chez 
les grands blessés. L’oxide nitreux et le 
cyclopropane sont utiles dans les in- 
stallations non-mobiles. L’importance 
des voies aériennes et l’emploi d’ad- 
ministration endotrachéale sont a ]’étude 
et donnent de grandes espérances. La 
compétence de l’anesthétiste et l’emploi 
de l’anesthétique le plus approprié au 
malade sont les facteurs les plus impor- 
tants pour le succés de l’anesthésie et 
la sécurité du malade. 


SUMARIO 


La anesthesia ideal, en las circun- 
Stancias de guerra, esta atin indeter- 
minada. Varias drogas y técnicas han 
probado ser ttiles y, en efecto, ninguno 
de los métodos que han dado aceptable 
uso en la practica civil podran civil, 
podran ser excluidos. 

El uso de los barbiturates por la via 


entravenosa estan recibiendo largo in- 
vestigacién para el uso en los dafados 
de guerra con resultados que prometen. 
La aplicacion técnica de estos esta 
siendo adaptada al uso de las necesi- 
dades militares. El eter es atin preferido 
por muchos. La anestesia regional por 
medio de infiltracién local (nerve-block) 
ha sido util. Se evita la anestesia ra- 
quidea en los casos de dafios serios. Los 
gases (gas-hilerante o protoxido de 
nitrogeno, y el ciclopropano) son utiles 
en instalaciones moviles. 

La importancia del respiradero y el 
uso del endotraqueal en anestesia estan 
recibiendo especial atencién. La abilidad 
del anestetista y la individualizacién del 
método en cada paciente, son siempre 
los factores esenciales para el éxito de 
la anestesia en la practica de guerra. 


BrBoxH 


TpyAHO onpeyeruTb ufearbuni MeTOs 
aH9ocTe3suu B OOCTaHOBKe BOHHH. XotTa MHO- 
rue m1penlapaTH WH M€TOAHKH ABIAIWTCA OUeCHE 
BaKHBEIMH, B TO KE BPCEMA HEIL3A OTBEPIHyTb 
HH OAHH MeTOJ, KOTOPHH OKa3arca noNe3- 
HEM B MMpHOH paOote. YuotrpeOsenue uH- 
TpaBeHOSHEIX OapOUTYpHHIX UpenapaTow AA 
BOCHHHIX PaHeHHIx ceuac OYeHb WIApOKO 
u3cleqyeTCA M MOBHAMMOMy IIpuHeceT XO- 
pouive pesyibtatH. Ceiyac BipaOatTaBHet- 
Cf MeTOAUKa UX IpHMeHeHHA, Mpucnoco6- 
weHHad K HyKaM Bou. Muorne sce eme 
mpeazmowntawt spup. O6sactHaa anacTe3sHA 
OcpeACTBOM MeCTHOH HMHPUILTpanuA In 
TOCpeACTBOM HepBHaTO O70Ka TakxKe ABIA- 
e€TCA BAKHEIM CIOCO6OM. 

Tasn1, oco6enHo NoO u yuKs0Nponan, Tak- 
Ke OYCH WOe3HH, HO He OCOOeHHO IpuMe- 
HUME B WeETYYHX OTPAA ax. 

Oco6eHHad BaxKHOCTL IpunucaHa TpyOKe 
AAA WpOxomAeHuA BO3Ayxa, OCOOeHHO TUNY 
TpyOKu, KOTOpad UpucmocoG6sena AtA BBOAAa 
B Tpaxew (S9HAOTpaxeHHad BO3AyIIHO-Ipo- 
BOAHaA TpyOKa). 

Hecmotpa Ha pa3HHe MeTOAH, cmoco6- 
HOCTb aH3CTETHCTa H UpaBHuIbHad MHAUBU- 
Ayanu3ayua MeTOAa ATA KaxKAOTO Nanuenta 
ABNACTCA THABHHM (aKTOPOM B yCllelIHOCTH 
aHSCTETHYeECKOH NpakTuke B BOeCHHOM OOcTa- 
HOBKe. 
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(Total Rupture of the Posterior and Inferior Aspects 
of the Bladder—Rectovaginal Fistula) 


ALEJANDRO J. PAVLOVSKY, M.D. 
BUENOS AIRES, ARGENTINA 





SUMMARY 


The author reviews the treatment 
of vesicovaginal fistulas of major 
degree. Since 1932 he has operated 
on a series of cases employing the 
same technic with excellent results. 
He found out that it is possible even 
in the most difficult cases, even those 
presenting apparently unsurmount- 
able technical difficulty, to recon- 
struct successfully complete tears of 
the vagina, provided a rigorous 
technic is followed. 











las multiples lesiones a que di ori- 
gen un enorme calculo vesical. Su 
accion de decibito destruy6 las paredes 
inferior de la vejiga y anterior de la va- 
gina, se alojé en esta ultima, e empedida 
por el himen su exteriorizacién, destruy6 
después las paredes posterior de la va- 
gina y anterior del recto, en el que se 
incrust6. En esas condiciones ingres6 
al hospital. 
Historia clinica N° 4.838.A Servicio 
del Servicio General de Mujeres del 


ie CASO es de sumo interés, dadas 





* Presented at the Third International Assembly of the 


International College of Surgeons held in Mexico City, 
August, 1941. 


Hospital Fiorito. C.A., 18 afios, argen- 
tina. Ingresa el 30 de Noviembre de 
1936. Antecedentes hereditarios. — Sin 
importancia. Antecedentes personales. 
—Menarquia a los 14 afios, dolorosas, 
escasa cantidad, dos a tres dias de dura- 
cién ; amenorreas repetidas que no puede 
precisar; iltimamente irregulares en su 
aparicién. Escarlatina a los siete anos; 
dice que quedé6 con nefritis. Enfermedad 
actual (referida a Noviembre de 1936). 
—Desde hace cuatro afos dolores en la 
regién lumbar e hipogastrio. Disuria, 
polaquiuria. Orina turbia. Le hicieron 
tratramiento médico sin mejorar. Nunca 
le practicaron tacto rectal ni vaginal. 
Poco a poco aumentan todos esos 
fendmenos hasta hacerse intolerables; 
comienza a perder orina, aunque creia 
que era debido a sus constantes pujos 
que le provocaban esfuerzos para orinar. 
Mueve el vientre con dificultad. Tiene 
temperatura. El estado general se ha 
resentido, y al ingresar esté con dolor 
constante en el bajo vientre, con disuria, 
piuria, polaquiuria y pérdidas de muy 
mal olor por la vagina. Estado actual. 
Gran pérdida de peso, adelgazamiento 
visible. Tinte amarillo-terroso. Con- 
juntivas subictéricas. Lengua roja y 
seca. Dientes cubiertos por fuliginosi- 
dades. Cabeza, cuello y t6rax, normales. 
Examen genital, por la vulva sale liquido 
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turbio con olor a orina; gran eczema e 
irritacién de la vulva. Himen conserva- 
do, permite la introduccién del dedo 
indice. 

En la vagina se percibe un cuerpo 
extraiio con los caracteres de gran 
eAleulo que alli esté enclavado; es im- 
posible seguir explorando bien, por lo 
que se da anestesia general con cloruro 
de etilo. El cdleulo es de tamafio mayor 
que el de un huevo de gallina. Al sondar 
la vejiga se comprueba la ruptura de la 
pared inferior de la misma, por donde 
sale el cdleulo y se asienta en la pared 
posterior de la vagina. Simultaneamente 
se hace tacto rectal y se comprueba que 
el célculo ha perforado la pared vaginal 
posterior y la rectal. 

Se lo va destruyendo y se lo extrae a 
pedazos; se aprecia entonces la rotura 
completa de la pared inferior de la 
vejiga y la gran fistula recto-vaginal. 
La uretra esta hacia arriba y la vejiga 
se ha roto por debajo del cuello. Extraido 
el cAleulo que provocaba tantos dolores, 
se trata durante cuatro meses de 
mejorar el estado de la vulva y vagina, 
y se da un régimen alimenticio para 
combatir la fosfaturia. A pesar del 
enorme desgarro vesical, se decide 
operar para reconstruir la vejiga y, al 
mismo tiempo, tratar la fistula recto- 
vaginal. 

El plan quirirgico desarrollado fué: 
Primera operacién (abril de 1937). A 
Eter. Se practica un ano contranatura 
iliaco izquierdo del asa sigmoidea con 
espolén. Asi se logra mejorar el estado 
séptico de la vagina y se reduce bastante 
el tamafio de la fistula rectovaginal. 
Curaciones con Sagrotan. 

Segunda operacién (julio 1° de 1937). 
Anestesia raquidea. Técnica de Jones. 
Incisi6n de Schuchardt izquierda. Se va 
librando ampliamente el labio posterior 
del desgarro vesical. Se separa la vejiga 
y su fascia de la’ pared anterior de la 
vagina con su fascia y se tiene asi pre- 


parado el colgajo inferior. El labio 
superior del desgarro vesical y de la 
pared vaginal se lo moviliza en la ex- 
tensién de un centimetro y se disocia en 
sus planos lo que es verdaderamente 
dificultoso. Se coloca por uretra una 
sonda de Pezzer. 

Se inicia la reconstruccién de los 
planos, para lo cual antes se hizo una 
diseccién de la pared vesical en sus 
planos: (a) mucoso y muscular; (b) 
fascia vesical; (c) fascia vaginal. Las 
suturas de los planos se realizan hori- 
zontalmente: (a) el mucoso-muscular 
con puntos invaginantes, no perforantes 
y con catgut cromado; (b) y (c) con eat- 
gut fino. Por iltimo, sutura de la mucosa 
vaginal. Hacia el dngulo derecho las 
suturas quedaron tensas, pues el campo 
era muy estrecho y no se quiso efectuar 
la incisién de Schuchardt también de- 
recha. 

Cierre de la fistula recto-vaginal. Se 
secciona la pared vaginal posterior en 
losanje alrededor del orificio fistuloso. 

Se diseca bien la mucosa vaginal y 
luego la fascia pre-rectal. 

Se separa la pared rectal de su fascia. 

Le reconstruccién se hace en tres 
planos de suturas (a) pared de recto, 
con puntos separados, no perforantes e 
invaginantes de catgut cromado. (b) Se 
hace un plano de la fascia pre-rectal 
también con catgut cromado. (c) Sutura 
de la vagina con puntos separados de 
catgut. 

Como siempre en estos casos se 
atiende extremadamente el postopera- 
torio, en especial el cuidado de la sonda 
de Pezzer. Hay una capacidad vesical 
minima y gran precipitatién de fosfatos 
sobre la sonda. Se practican pequefios y 
repetidos lavados e instilaciones con 
aceite gomenolado. 

A los diez dias se retira la sonda de 
Pezzer; la enferma debe orinar cada 
diez minutos, y cuando esta de pié pierde 
algo de orina por un pequeiio orificio 
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del Angulo derecho de la sutura. Vuélvese 
a colocar la sonda permanente durante 
quince dias. La pequefia fistula residual 
no cierra; se hace un retoque. La fistula 
recto-vaginal ha cerrado bien. 

Tercera operacién (15 de agosto de 
1937). Raquidea. Técnica de Jones. Inci- 
sién de Schuchardt derecha. Luego in- 
cision en losanje alrededor de la fistula 
residual que tiene el tamafio de una 
lenteja. 

Se procuran tres planos: (a) mucosa 
vaginal; (b) fascia vaginal; (c) fascia 
vesical y vejiga. Se reconstruye en tres 
planos de catgut 00. Sonda permanente 
de Pezzer. Se retira a los diez dias. La 
fistula ha cerrado. Tratase después, de 
un mes de ir aumentando la capacidad 
vesical mediante lavados. 

Cuarta operacién (10 de noviembre de 
1937).—Se coloca el enterdtomo de Du- 
puytren. La derivacién de las materias 
se hace en su mayor parte por el ano 
natural, pero tiene escasas pérdidas por 
el ano iliaco. Habra que completar el 
cierre quirirgicamente. 

Al retirarse la paciente, la capacidad 
vesical era de 150 cc., orinaba muy bien, 
pero se le hacian instilaciones diarias 
con aceite gomenolado. Habitualmente se 
ha notado disminucién de la capacidad 
vesical. En la actualidad preocupa su 
fosfaturia, que persiste, formandose 
pequefios cdleulos que se eliminaron 
espontaneamente. Hemos recurrido al 
Profesor Escudero para su tratamiento 
dietético. 

Basta leer esta breve historia clinica 
y repasar las figuras respectivas para 
apreciar la importancia del desgarro 
vesical y la fistula recto-vaginal que 
presentaba la enferma. 

La impresién que el cirujano recoge al 
ver uno de estos desgarros, es desfavo- 
rable para su cierre quirirgico; y no es 
raro ver que se opta por la operacién de 
Coffey, lo que implica derivar los uré- 
teres al recto. 


El ejemplo de desgarros totales de 
vejiga como el que presentara a la Socie- 
dad de Cirugia de Buenos Aires en 1932, 
permitié adoptar este plan quirirgico 
muy semejante al ilustrado en aquella 
oportunidad y cuya consulta sera Util 
para casos semejantes. 


SUMARIO 


En varias publicaciones anteriores, 
me he ocupado del tratamiento de las 
fistulas vésico-vaginales graves, trabajo 
que ha sido ilustrado especialmente en la 
Prensa Médica Argentina el 30 de 
Agosto de 1932. Este trabajo ha quedado 
en el limite de las publicaciones de las 
revistas argentinas. Posterioramente he 
operado con esa misma técnica a varios 
enfermos, con resultados excelentes. 

Hoy envio a ese Honorable Congreso 
el caso que se ilustra y describo a con- 
tinuacién, que demuestra que es posible, 
atin en casos de dificultades técnicas que 
parecerian insalvables, reconstruir y 
tener éxito en desgarros totales de va- 
gina, adaptandose a una técnica rigurosa. 

La descripcién de este caso, que esta 
ilustrado en las laminas adjuntas, me 
permite ser breve en esta comunicaci6n, 
que presento a la consideracién de los 
distinguidos cirujanos que participan en 
esa Asamblea General de Cirujanos. 


RESUME 


L’auteur passe en revue le traite- 
ment des fistules vesicovaginales éten- 
dues. Depuis 1932, il a obtenu d’excel- 
lents résultats dans une série de cas 
difficiles, par l’emploi de la technique 
qu’il préconise. Il est possible méme 
dans les cas les plus difficiles méme dans 
ceux qui selon toute apparence présen- 
tent des difficultés techniques insur- 
mountables de reconstruire entiérement 
les déchirures du vagin. Mais pour ob- 
tenir ces heureux résultats, 1’emploi 
d’une technique rigoureuse est essentiel. 





—-  ’ “ 
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BuBorH 


Astop AenaeT OOo3peHue JexeHuA CepEe3- 
HEX ClyyaeB MuCTyIH Mex,y BlaranumjeM 
H MOWeBHIM Hy3sHpem. C 1932 roga on one- 
pupoBat MHOrMe CIy4aH, ynoTpeOzaa Ty xe 
caMylO T€XHHUKy C BeIHKONCNHEIMK pe3yJb- 


TaramMu. Ou Haller, 1TO ec1M XMPypr OYeHB 
CTporo IpHMeHAeT ONpPeseIeHHyW TeXHUKy, 
TO BO3MOXHO yCNelIHO BO3SCTAHOBHMTL TOJ- 
Hbe MpOpHBa BlaralHMa He TOABKO B OHS 
TPYAHHIX ClyyaAx, HO Jake B TAKMX CIywaAx 
KOTOpHe IpeACTaBIAIOT MOBUAMMOMY Hempe- 
OOIMMOE MpenaATcTBHe. 





JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from page 287) 


ined prospective candidates for admis- 
sion to the Academy of Medicine, as his 
signature on the following report on Dr. 
Bichebois shows. Candidates had to 
undergo a careful examination of their 
qualifications, submitting documentary 
evidence of the date of their birth, a 
Doctor’s certificate, a copy of the thesis 
submitted for their Doctor’s degrees, 
letters of recommendation from other 
physicians and proof of proficiency in 
Latin. The Report of the Deputies on 
Professor Augustimus Gervasius Biche- 
bois (Fig. 2) provides an excellent 
picture of the methods of admitting 
candidates to a medical academy in the 
early 1800's. 


REPORT OF THE DEPUTIES ON PROFESSOR 
AUGUSTINUS GERVASIUS BICHEBOIS 


Tuesday, January 23, 1810. 


Though one may fear (or rather some of us in our 
recent meetings seemed to fear) that eventually the 
group of Titulary Professors in our academy might 
vanish, nevertheless, gentlemen of the medical arts, it 
can be expected with the greatest probability that as 
long as our society stands supported by its statutes, 
rites and rules this order never will fail, and it can 
be justly agreed with the poet who exclaims on the 
Golden Branch, “If one is picked another will replace 
him.” That is, while today Dr. Mollet, by his own 
right, and in accordance with the statutes of the 
academy, enters the order of the Honorary, another 
physician applies for his admission to the order of 
Titular Professors and I, with my illustrious col- 
leagues Professors Guillotin, Bouvier, Caille and 
Pagés, have been appealed to, to report publicly to 
you on him. 

For that reason Professor Bichebois (Augustinus 
Gervasius), the man under consideration here, after 
having applied for admission on the fifth day of 
October past has furnished us with various docu- 
ments which are required by our laws and from which 
the following is disclosed. 

1. That he was born in Paris at Saint Street on 
Wednesday, January 8, and baptized the following 
day in the Church of the Apostle Saint Paul in the 
year 1777 after the birth of our Lord. 


2. He has presented to us his Doctor’s certificate 
from which it is made certain that he has been pro- 
claimed a medical doctor in the Medical School of 
Paris, July 31, 1806. 

3. We have read with great attention the thesis 
defended by him in order to achieve the title of 
Doctor, the French title of which is: Zssai sur 
la Fiévre Scarlatine Considérée dans ses états de 
Simplicité et de Complications; in this essay there is 
nothing that does not emit the flavor of a learned, 
wise and clever physician, which after all you might 
be unfamiliar with because here he has presented only 
one observation on intermittent fever which could be 
called “Octivua” since it recurs every eighth day. 

4. He has brought to the attention of our rites, 
letters of recommendation on his good morals and his 
scientific achievements signed by the doctors: Andry, 
Boudier, Caille and by our very illustrious colleague 
Lepreux, who so fruitfully enjoys uniting medical art 
with fine arts. 

5. Finally we have, even though we were convinced 
of his good knowledge of Latin by different fragments 
of his thesis written in Latin, examined him in 
accordance with our rites by asking him to explain 
certain selected sentences of the works of Celsus and 
certain aphorisms of Hippocrates which were trans- 
lated from the Greek into Latin. With all this he 
has far surpassed satisfaction. 

To all this it must be added what the gentlemen 
Sollier, Doctor in Surgery, and Gigon, Rector of the 
House of La Rochefoucault, testify as to the dwelling 
of our candidate in this city of Paris during several 
previous years, and as to his practice of medicine from 
his doctorate on. 

After all this has been presented, gentlemen of the 
medical profession, there is nothing to hinder our 
retirement into closed quarters to elect the candidate 
Professor Augustinus Gervasius Bichebois into our 
ranks. 


Dated Paris, January 23, 1810. 


Signatures: 
Guillotin, 
Caille, 
Pagés, 
Bouvier Dn. 


The notes of a meeting of the Academy 
of Medicine of Paris, under the presi- 
dency of Dr. Guillotin, on June 14, 1808 
(Fig. 3), offer an interesting comparison 
with procedures of our times. A century 
and a half of years have not altered the 

(Continued on page 314) 








Free Muscle Transplantation in the Restoration of 
Lips and Cheeks 


ANTONIO PRUDENTE, M.D. 
SAO PAULO, BRAZIL 


during wartime require especial at- 

tention. When different tissues are 
destroyed, it is very hard to close the 
defect. The enormous number of “gueu- 
les cassées,” due to the wounds of the 
first World War which have not yet been 
restored, is an indication of the extent of 
the failure of plastic surgery in that war. 

Tissues ought to be repaired according 
to their biologic nature whenever pos- 
sible. In cases in which the loss of sub- 
stance comprises not only the skin, but 
the muscles, bones and even mucous 
membrane of the mouth, it is necessary 
to restore those elements one by one. 
This is the only way to obtain a func- 
tional result. 

The biologic integration of a graft is 
much easier when it is transplanted in a 
tissue of the same nature, just as a bone 
graft is better integrated if it is in con- 
tact with the skeleton, while it will be 
reabsorbed when grafted into the soft 
tissues. The union of muscle to muscle, 
following the same principle, is easier 
than the union of tissues of different 
origin. Although tissue regeneration is 
not intensive in the human body, still it 
exists, and one of its greatest possibili- 
ties is in the fusion of identical tissues 
on a high biologic level, i.e., almost with- 
out sear tissue, by the reproduction of 
the specific cells. 

It is very difficult to transplant into 
the cheeks and lips a skin flap, even 
though doubled, i.e., covered by epithelial 


eRe large losses of facial tissues 


812 


surfaces on both sides, due to the fact 
that in these circumstances the surgeon 
must obtain the adhesion of tissues of 
different nature, as muscle and skin. 

In the restoration of an organic wall, 
the cheek for instance, the most im- 
portant tissues are in the medial part. 
They correspond to the muscular layer. 
Muscle pedicle flaps have been used in 
reconstructive surgery, but free trans- 
plantation of isolated pieces of muscle 
has never been attempted. Unfortu- 
nately, the use of muscle pedicle flaps is 
contraindicated in all cases of great 
defects. 


METHOD 


We use a method that permits free 
muscle transplantation. It consists of 
the transplantation of a piece of muscle 
completely separated from its muscular 
body and transported through a skin 
tube. The sternocleido and pectoral 
major are the muscles of choice for 
the face. 

This operation has been used in four 
cases. Three cases involved defects of 
the angle of the mouth and the cheek, one 
resulting from noma and two from can- 
cer. The fourth was a case of cancer of 
the floor of the mouth involving the jaw 
and the inferior lip. Two cases of the 
first group have. already been recon- 
structed, both anatomically and func- 
tionally, and can be reported now. The 
other two are in the last stages of 
restoration. 
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CONCLUSIONS 


Through observation of these cases it 
has been possible to establish several 
facts of great importance from the bio- 
logic as well as the plastic point of view: 

(1) Healing of the muscular skin flap 
is always by first intention, because the 
union is made between tissues of the 
same nature. 

(2) After the first stage, when the 
muscle strip is isolated before its trans- 
plantation, it is transformed into a 
fibrous tissue, but after that transplanta- 
tion, when it lies close to the healthy 
muscles of the new region, it recovers its 
normal aspect, corresponding to a true 
rehabilitation of the tissue. 

(3) After a few months the grafted 
muscle recovers its function, probably 
due to nervous penetration from neigh- 
boring muscles, and the patient is able 
to perform every movement, as whistling 
and spitting, with real contraction of the 
grafted muscle. 

(4) The histologic picture of the 
grafted muscle shows that its structure 
is perfectly normal. 


RESUME 


Les conclusions suivantes sont basées 
sur quatre cas de transplantations mus- 
culaires libres pour la restauration des 
lévres et des joues: (1) les lambeaux 
cutanés-musculaires guérissent toujours 
par premiére intention, vu que l’union 
s’effectue entre tissu de méme nature; 
(2) aprés le premier stade, quand le 
lambeau musculaire est isolé avant 
d’étre transplanté, il est transformé en 
tissu fibreux; mais aprés la transplanta- 
tion quand il est en contact avec le tissu 
musculaire sain de la nouvelle région il 
reprend son aspect normal correspondant 
ainsi avec:une vraie réhabilitation de 
tissu; (3) aprés l’é6coulement de plusieurs 
mois le muscle greffé recouvre ses fonc- 
tions. Cela est di probablement 4 la 


pénétration dans le greffon des nerfs des 
muscles avoisinants; (4) l’examen his- 
tologique du muscle greffé revéle une 
structure tout a fait normale. 


SUMARIO 


Las conclusiones siguientes, basadas 
en la experiencia en cuatro casos de 
transplantacién de miusculo libre en la 
reconstruccién de labios y mejillas, 
fueron deducidas: 

(1) La cicatrizacién de los labios mus- 
colocutaneos es siempre por primera 
intensién porque la unién curativa es 
entre tejidos de la misma naturaleza. 

(2) Después del primer periodo, 
cuando el segmento o trozo de misculo 
es aislado antes de transplantarlo se 
transforma en tejido fibroso, pero des- 
pués del transplante, cuando esta adjunto 
al musculo sano en su nueva regién, 
recobra su aspecto normal, y corresponde 
a una verdadera rehabilitacién de los 
tejidos. 

(3) Después de unos pocos meses el 
musculo transplantado recobra su fun- 
cién probablemente debido a penetracién 
de nervios de misculos vecinos. 

(4) El cuadro o imagen histolégica 
del miusculo transplantado demuestra 
que el tejido o estructura es perfecta- 
mente normal. 


BrBogH 


OcHosbipasch Ha 4eThIpex cay4aaAx CBO- 
OoAHOK MBIMeYHOH TpaHCcnsAaHTayuu AIA 
BO3SCTAaHOBIeHHA TYO HM WeK, aBTOP npumes 
K Cl€AyOULHM 3aKIIOYeHHAM : 

1. 3axuBaHue MHIMIeYHO-KOxeBarO 1OCKy- 
Ta IpoucxoAuT prima intentione noTOMy 4TO 
4TO CBA3b IPOMCXOAMT MeExKAY TKAHAMU OJ- 


‘HOTO HW TOTO xe Tula, 


2. B nepsok craqun, 10 TpancnsantTayan, 
1OKa MBIMeCYHE TOCKyT OCTaeTCA H301UPO- 
BaHHEIM, OH MpeBpalljaetca B CO€¢AMHUTEIB- 
Hy TkaHb. Ho mocze tpancnaszantayun, 
KOrfa OH JEKUT NOCpeAM 3AOPOBHX MBIMET 
OO6sacTH, B KOTOPHIO OH ObIT TepecaxeH, OH 
ONATh IPHHUMAeT HOPMAILHH BUA, 10 3a- 
KOHY HacToameh pereHepaluu TKaHen. 
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8. Uepes HecKOIbKO MeCaleB MepecaxeH- 
Had MBIA UpHoOpetaeT CBOW HOpMaIbHyW 
jyHkKuHW, NoBuAMUMOMYy OaroxapaA IPOHUK- 
HOB€CHHI) HEPBHHX BOJOKOH M3 cOoce,HUX 


MBI. 

4, Tuctronoruyeckoe u3cleqzoBaHHe 0Ka- 
3LIBaeT, ITO CTpOeHHe TepecaxeHHOH MHIII- 
IB COBEpMIeHHO HOPMaJbHO. 





JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from page 311) 
modus operandi or the behaviorisms of 
our colleagues. 

Let us, for example, follow the meet- 
ing, and in our mind’s eye compare it 
with a meeting as conducted today. 

First, there was the opening, with the 
reading of the minutes, and approval of 
the same. A paper was then read by Dr. 
Gastelier, Chief Physician, Military Hos- 
pital of Montargis, a preliminary report 
entitled, “Observations and Reflections 
Concerning the Present-Day Organiza- 
tion of Medicine.” (This thesis accom- 
panied his application for membership 
in the Academy.) The application was 
accepted and was seconded by Guillotin 
and two other gentlemen. The Commit- 
tee, obviously knowing the applicant 
very well, retired to discuss his eligibil- 
ity, and he was promptly elected. 

Next, a certain Mr. Bouriat, Secretary 
of the Medical Society, presented a sum- 
mary of the medical situation in the 
Department of Indes and Loire. He ap- 
parently was a public health physician. 

The next order of business was ac- 
ceptance of a gift from Dr. Desessarty, 
followed by the reading of a letter by 
the Secretary from Dr. Antoine Metter- 
nich, Professor of Pathology of the 
Special School of Medicine at Mayenne. 

Next, a Dr. Dubois read a paper on 
the “Use of Milk in Pulmonary Phthisis,”’ 
which was received by the society with 
applause, and the committee examined 
the essayist for membership in the 
Academy, whereupon the Academy “pro- 
ceeds to vote,” after which the president 
announces the admission of M. Philibert 
Dubois as a member. 





Dr. Menuret reads the “Metereo-Path- 
ologic Chart” of the three weeks past 
since the last meeting. The warm dry 
temperature of the first week became un- 
settled and disturbed by thunder storms 
in the second week, and finally humid, 
cold, and near freezing in the third. 
“Blood congestions” were frequent dur- 
ing this period, especially in young indi- 
viduals. The doctor found much “bilious 
vomiting” and “diarrhea,” and toward 
the end of the period, various cases of 
“catarrh.” 

It is noted that a great deal of at- 
tention was being paid to barometric 
changes as related to physical condi- 
tions. It is also interesting to note that 
the type of the disease was often predi- 
cated by the changes in weather and 
geographic locations. Recently Dr. 
Peterson, a Professor of Pathology at 
the University of Illinois, has contrib- 
uted an extensive work on the physio- 
pathologic changes in the body based 
upon weather conditions. 

Dr. Menuret remarked that he had 
knowledge of some facts which seemed 
to indicate that the use of a bleaching 
fluid (eau de javelle) produced skin dis- 
orders which manifested themselves by 
itching and the formation of blisters 
similar to those produced by nettles. 
Here we have an example of the practice 
of allergy, although unknown by that 
name. 

During the discussion of details of the 
autopsy of a fetus, Dr. Legallois took 
occasion to remark on the absence of 
blood observed in children who died 
some time before delivery. In our time 

(Continued on page $17) 
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The “Age Limit” Again 


“ E must avoid inbreeding in our 
surgical societies.” 


A. truism, certainly, and no 
one would dispute it. The trouble is 
that, like most clichés, it has become al- 
most meaningless through constant 
reiteration. 

Commonly it expresses a sense of im- 
patient irritation that posts of honor are 
not more quickly open to an ambitious 
young man who has just stepped over 
the threshold of the profession. If only 
the “old men” (meaning those of 50, 60 
or 70, according to the age of the com- 
plainer) would get out of the way, new 
blood and new energy could be poured 
into the veins of this or that society and 
it would forthwith bound forward with 
youthful vigor. 

Sober commonsense reveals the ab- 
surdity of such thinking. The profession 
of surgery is practiced by men of many 
stages of maturity and many degrees of 
skill, and years are by no means a trust- 
worthy measure of either maturity or 
skill. 

To make fullness of years a prerequi- 
site for the assumption of responsibility 
is deplorable, of course. Plenty of our 
younger men earn the right to honor 
before their hair turns gray. We should 
find better ways of using such men in 
positions of responsibility and leader- 
ship. 





But it is even worse to equate fullness 
of years with senility and to force arbi- 
trarily into retirement men who attain a 
given number of years of living. That is 
a strange denial of facts every surgeon 
knows from his own practice and experi- 
ence. We all know that old age some- 
times swoops down upon a man of forty, 
rendering him sclerotic of body and set 
of mind, and sometimes passes over, with 
inexplicable carelessness, a man of 60 
or 70, leaving him sound and hale, 
with all the vigorous mental power of 
youth. Titian painted better at 90 than 
he did at 40, and had he been subject to a 
“retirement” ruling for artists, the world 
would have been deprived of some of the 
greatest masterpieces ever painted. All 
of us know of instances where great con- 
tributions to surgery and medicine have 
come from men beyond the age which 
many urge as the limit to usefulness. 
The present war crisis has put back into 
harness many medical and surgical men 
who had, for one reason or another, re- 
tired from active practice. The job they 
are doing should be adequate answer to 


- those who urge that years can alone put a 


limit to a man’s usefulness. 

Surgery moves forward with a breath- 
less pace. The heights which surgical 
knowledge reached in the days of Am- 
broise Paré look to us, from the new 
heights we have since attained, like the 
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merest foothills. Much of what seemed 
the last word in surgical technic in the 
days of Billroth interests us now merely 
as an antiquarian curiosity. Most of us 
who have practiced surgery for ten, or 
twenty, or thirty years look back to 
things that were taught us in medical 
school with a combination of smile and 
shudder—they were so wrong! One of 
the essential qualities for a good surgeon 
must be the flexibility of “mental muscle” 
to enable him to keep abreast of a pro- 
fession on the move. But it is well to 
remember that such flexibility is by no 
means the unique possession of youth. 
Cocky James Primrose was a physi- 
cian on the make when he set out to 
demolish the revolutionary ideas of 
“little Dr. Harvey.” He brought to his 
task a good deal of the vigor of youth. 
And James Young Simpson, valiant 
pioneer in the movement toward hospital 
improvement in his day, was totally un- 
able to open his mind to the discoveries 
of young Joseph Lister, which were to 
play so great a role in removing the hor- 
ror from surgery and from hospitals. 


As we strive to keep our surgical so- 
cieties from the so-called evils of “in- 
breeding,” it is well to remember these 
things. Inbreeding comes—and is bound 
to come—when control of a surgical so- 
ciety passes into the hands of men seek- 
ing security rather than truth, prestige 
rather than service to humanity. When 
that happens those in power tend to 
draw about them men of their own kind 
until the degeneration of the body is 
complete. But there will be young men 
as well as older men in such a group. No 
easy application of an arbitrary retire- 
ment rule can break their stranglehold. 

The difficult task we must keep always 
before our eyes is that of checking within 
our surgical societies the inbreeding of 
ideas which have no place there. We can 
do it only as we learn to utilize fully the 
capacities of the young men and the mid- 
dle-aged men and the older men in our 
ranks, as the army uses both the strength 
and brawn and resilience of youth and 
the seasoned wisdom of old campaigners. 

Max THOREK 


Sulfacetimide in Urinary Tract Infection 


urinary antiseptic has been demon- 
strated in the past six years and 
dangers in their use pointed out. Re- 
cently experimentation has been carried 
out with sulfadiazine and sulfacetimide. 


Ce efficacy of the sulfa drugs as a 


Alyea and Parrish* have reported on 


152 patients with uncomplicated urinary 
tract infections treated with these two 
sulfa drugs. Fifty-one patients were 
hospitalized and had retrograde uretero- 
pyelograms; 101 patients were believed 
to have no complications, but pyelograms 
were not made. 


*Southern Medical Journal 36:719-723, November, 
943. 


Results of sulfacetimide for B. coli 
and sulfadiazine therapy for Staphylo- 
coccus aureus gave a 90 per cent cure, 
often accomplished within twenty-four 
to forty-eight hours, for the hospitalized 
group. Similar results were obtained in 
Group II. Superiority of these drugs is 
therefore established over sulfanilamide. 
Cures were obtained in two patients who 
were sulfathiazole resistant. 

Alyea and Parrish recommend low 
dosage and the forcing of fluids. Three 
grams of sulfacetimide the first day and 
two grams a day for seven days there- 
after constituted the usual dosage; 
adults were given 3000 ce. of fluid daily. 
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The peak blood level following use of 
this drug occurred in three hours, com- 
pared with four hours with sulfadiazine 
and six hours in the case of sulfapyri- 
dine. The average blood level maintained 
with 2 gm. of sulfacetimide per day was 
2.6 mg. per cent. No obstruction of the 
ureters by sulfacetimide crystals has 
been reported, as has been the case with 
sulfadiazine crystals. 

Compared with other sulfa prepara- 
tions sulfacetimide and sulfadiazine have 
higher therapeutic indices with lower 
toxicity. They may be given in cases of 
renal impairment when other sulfa drugs 
are contraindicated. In Group I (the 
hospitalized group) of 29 patients given 
sulfacetimide, two had nausea with 


slight vomiting and one had a headache. 
Of 43 outpatients who received sulfaceti- 
mide, none reported any toxic mani- 
festations, though it is possible that they 
may simply have gone unnoticed. The 
advantage of low dosage is that patients 
who cannot report for frequent observa- 
tion may be treated safely. 

The most striking feature of the re- 
port was that of 72 patients treated 
with sulfacetimide, 92 per cent were 
cured and 7 per cent improved. Conse- 
quently, sulfacetimide is recommended 
to both general practitioner and special- 
ist in treating urinary tract infections, 
because of (1) high rate of cure, (2) low 
toxicity and (3) efficacy with low dosage. 

M. T. 


IN MEMORIAM 
LEO C. MUNDY, M_LD., F.A.CS., F.1LGS. 


Dr. Leo C. Mundy, recently elected to Fellowship in the International College 
of Surgeons, died of heart disease at Mercy Hospital in Wilkes-Barre, Pa., on 
June 11. Dr. Mundy would have been inducted into Fellowship at the Phila- 
delphia Assembly next October. A graduate of the University of Pennsylvania 
Medical School in 1908, Major Mundy received the Distinguished Service Cross 
for bravery under fire during World War I. Dr. Mundy has been Senior Surgeon 
at Mercy Hospital, Wilkes-Barre, since 1920. He was a member of the American 
Medical Association, American College of Surgeons, Pennsylvania State and 
County Medical Societies, New York and New England Railway Surgeons and 
International College of Surgeons. The officers of the International College of 
Surgeons extend their condolences to the bereaved. 


JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from page 314) 

this would in all probability be reported 
as a case of marked hydramnios, com- 
plicating pregnancy. The observation of 
Mr. Vernnes was that turned over to 
Mr. Legallois, with a request to make a 
teport of this case, adding his own per- 
sonal observations in similar cases. Here 
again is a study in pathology which would 
do credit to a modern pathologist. 


The meeting closed with “The agenda 
being exhausted, the president adjourned 
the meeting.” 

Meetings of professional groups have 
not changed in all the years, as human 
nature has not changed. It is well to 
compare this meeting with those of our 
day, to see whether we have really 
achieved any changes in our procedures. 

(Continued on page $29) 
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MEXICAN CHAPTER 
MEXICAN UNIVERSITY MISSION IN COSTA RICA 


of Teodoro Picado as president of 

Costa Rica, the outgoing president, 
Dr. Rafael Angel Calderén Guardia, 
F.LC.S. (Hon.), International Vice- 
President of the International College 
of Surgeons, National Regent and Hon- 
orary President of the Costa Rican 
Chapter, invited a representative mis- 
sion from the University of Mexico to 
be present. The group was composed of 
Dr. Rudolfo Brito Foucher, Rector of 
the University, and three members of 
the Faculty of Medicine: Dr. Gustavo 
Argil, F.ILC.S. (H.C.), Dr. Manuel A. 
Manzanilla, F.I.C.S. (Hon.), and Dr. 
Gonzalo Castaiieda, F.I.C.S. (Hon.). 


The Mexican mission was greeted at 
the airport of San José by personal rep- 
resentatives of President Calderén 
Guardia, Roberto Cérdoba, Mexican Am- 
bassador to Costa Rica, Dr. Solén Niiiez, 

‘Minister of Public Health, Dr. José J. 
Jiménez Niiiez, Rector of the University 
of Costa Rica, and members of the uni- 
versity medical faculty and Costa Rican 
Chapter of the International College of 
Surgeons. 


Following the inaugural ceremony, the 
mission was received by the University 
of Costa Rica in special session, presided 
over by Dr. Carlos Saenz Herrera. Lec- 
tures were given by the visiting Mexican 
mission as follows: “Pathogenesis of 
Arterial Hypertension,” Dr. Gustavo 
Argil, F.1.C.S. (H.C.) ; “Surgical Thera- 
peutics of Arterial Hypertension,” Dr. 
Manuel A. Manzanilla, F.1.C.S. (Hon.) ; 


(: the occasion of the inauguration 





“The Acute Abdomen,” Dr. Gonzalo 
Castafieda, F.I.C.S. (Hon.); and “Tu- 
mors of the Prostate,” by Dr. Manuel 
KE. Pesqueira. The title of Honorary 





Sabana Air Port, San José de Costa Rica. From left 
to right: Dr. Manuel A. Manzanilla, F.I.C.8. (Hon.), 
Vice-President of the International College of Sur- 
geons; Dr. Gonzalo Castaiieda, F.I.C.S. (Hon.), Presi- 
dent of the Mexican Chapter; Col. Federico Amaya, 
Military Attaché of the Mexican Embassy; Dr. 
Rodulfo Brito Foucher, Rector of the National Uni- 
versity of Mexico; Dr. Gustavo Argil, F.I.C.S. (H.C.), 
Director of the Faculty of Medicine of Mexico. 


Member was conferred on the visiting 
Mexican physicians by the College of 
Physicians and Surgeons. 

A banquet was tendered the visiting 
Mexican colleagues by Dr. Calderén 
Guardia at his estate, San Rafael. The 
mission was tendered a reception by Dr. 
Antonio Pefia Chavarria, Director of 
San Juan de Dios Hospital. 

The Mexican University Mission in 
Costa Rica may be considered an out- 
standing success from the standpoint of 
the fine relationship between the Costa 
Rican Government, the National Uni- 
versity of Mexico and the International 
College of Surgeons. 
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DR. ALFONSO ORTIZ TIRADO HONORED 


F.1.C.8., Special Regent in Ortho- 

pedic Surgery of the Mexican 
Chapter, International College of Sur- 
geons, recently received the Medal of 
Civic Merit from the Honorary Advisory 
Council of the City of Mexico and the 
Federal District, which was awarded 
him in a ceremony which took place in 
the Salén de Cabildos of the Palace of 


D: ALFONSO ORTIZ TIRADO, 


the Department of the Federal District. 
Following the conferring of the medal 
by the Chief of the Department of the 
Federal District, Javier Rojo Gémez, 
addresses were given by Dr. Gonzalo 
Castafieda, F.I.C.S. (Hon.), President of 
the Mexican Chapter of the International 
College of Surgeons, and Francisco 
Doria Paz, Secretary of the Consulting 
Service. 


UNITED STATES CHAPTER 
MEETING OF DISTRICT 4 


N May 10 District 4 of the United 
() States Chapter of the Interna- 

tional College of Surgeons met in 
Roanoke, Va. Sight-seeing tours of the 
city and surrounding country preceded 
operative clinics at Shenandoah Hos- 
pital, followed by luncheon. An informal 
reception was given in the late afternoon 
at the home of Dr. T. J. Hughes. 

In the evening an informal dinner ses- 
sion was held at the Hotel Roanoke 
under the sponsorship of the Staff of 
Shenandoah Hospital and Dr. T. J. 


Hughes, District Regent of the United 
States Chapter of the International Col- 
lege of Surgeons. The dinner was fol- 
lowed by a scientific program consisting 
of addresses by Dr. Herbert Acuff, Chief 
Surgeon of St. Mary’s General Hospital, 
Knoxville, Tenn., Dr. Benjamin I. 
Golden, Chief Surgeon of the Davis 
Memorial Hospital, Elkins, W. Va., and 
Dr. Rudolph Jaeger, Chief of the De- 
partment of Neurosurgery at Jefferson 
Hospital, Pa. Dr. Acuff spoke on “Can- 
cer of the Colon,” stressing the point that 





Some of the members of the International College of Surgeons at the meeting of District 4 at the Hotel Roanoke, 
May 10. Left to right: Dr. Yates Palmer; Dr. B. I. Golden; Dr. Herbert Acuff; Dr. T. Jefferson Hughes; 
Dr. Rudolph Jaeger. (Reproduced through the courtesy of the Roanoke Times.) 
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knowledge of the anatomy of the colon 
and of the blood supply is of paramount 
importance in lowering the death rate of 
surgical procedure. Dr. Golden’s sub- 
ject was “Modern Tendency toward 
Simplified Treatment of Fractures.” By 
means of transparencies, the use of mul- 
tiple fixation pins, self-aligning splint 
and the technic used in the insertion of 
pins were illustrated. The scientific pro- 
gram was concluded by Dr. Jaeger’s 
illuminating address on “Intervertebral 


CHAPTER NEWS 












Dise Injury with Herniated Fragments 
(Its Relationship to Sciatic Neuritis).” 
Dr. Jaeger described types and locations 
of injuries, diagnoses and surgical treat- 
ment and technic of the condition. Slides 
and motion pictures clarified the surgical 
technics used. The meeting was well 
attended. 

A tour through the Veterans’ Facility 
the next morning, followed by a luncheon 
at the Shenandoah Hospital and a round 
table discussion concluded the meeting. 


REGIONAL DISTRICTS OF THE UNITED STATES CHAPTER OF 
THE INTERNATIONAL COLLEGE OF SURGEONS 
AND THEIR REGENTS 


HE United States Chapter of the 
International College of Surgeons 
has recently designated the follow- 

ing districts and regents: 


District 1. New England States. Re- 
gent: Dr. James A. Gettings, 209 
Whalley Ave., New Haven, Conn. 


District 2. New York. Regent: Dr. 
Chester A. Peake, 1854 Bedford 
Ave., Brooklyn, N. Y. 


District 3. Pennsylvania, New Jersey. 
Regent: Dr. Watson B. Morris, 193 
Morris Ave., Springfield, N. J. 


District 4. District of Columbia, Mary- 
land, North Carolina, Virginia, West 
Virginia. Regent: Dr. Thomas J. 
Hughes, Shenandoah Life Bldg., 
Roanoke, Va. 


District 5. Alabama, Florida, Georgia, 
South Carolina. Regent: Dr. Gil- 
bert F. Douglas, 1111 S. 20th St., 
Birmingham, Ala. 


District 6. Tennessee, Kentucky. Re- 
gent: Dr. Herbert Acuff, 402 Med- 
ical Arts Bldg., Knoxville, Tenn. 


District 7. Michigan, Ohio. Dr. Clark 
D. Brooks, 113 Martin Place, De- 
troit 1, Mich. 


District 8. Indiana. Regent: Dr. 
Thomas B. Noble, Jr., 23 E. Ohio 
St., Indianapolis, Ind. 


District 9. Illinois. Regent: Dr. Al- 
fred A. Strauss, 104 S. Michigan 
Ave., Chicago, Il. 


District 10. Wisconsin. Regent: Dr. 
William J. Carson, 425 E. Wisconsin 
Ave., Milwaukee, Wis. 


District 11. Arkansas, Louisiana, Mis- 
sissippt. Regent: Dr. Theodore J. 
Dimitry, 4325 St. Charles Ave., New 
Orleans, La. 


District 12. Missouri, Iowa. Regent: 
Dr. Edward V. Mastin, 3720 Wash- 
ington Blvd., St. Louis, Mo. 


District 13. North Dakota, South 
Dakota, Minnesota. Regent: Dr. 
Olaf J. Hagen, 807 Broadway, 
Fargo, N. D. 


District 14. Nebraska. Regent: Dr. 
Charles L. Hustead, 116 W. 16th St., 
Falls City, Neb. 
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ts District 15. Kansas, Oklahoma. Re- Dr. W. Andrew Buntin, Boyd Bldg., 

” gent: Dr. Andre B. Carney, 915 S. Cheyenne, Wyo. 

ns Cincinnati, Tulsa, Okla. District 19. Montana, Idaho. Regent: 

t- District 16. Texas. Regent: Dr. Henry Dr. James C. MacGregor, 401 Med- 

ord H. Ogilvie, 205 Camden St., San ical Arts Bldg., Great Falls, Mont. 

a : 

ell Antonio, Tex. District 20. Oregon, Washington. 
District 17. Colorado, New Mesxico. Regent: Not designated. 

ity nom en ha a P oo District 21. California, Arizona, Ne- 

on acta 5 aaa, é vada. Regent: Dr. Felix Cunha, 450 

nd District 18. Wyoming, Utah. Regent: Sutter St., San Francisco, Calif. 

ns 








Some of the visitors to the General Secretary during the recent A.M.A. meeting in Chicago. Standing, right to 
left: Mr. Henry Stratton; Dr. T. C. Routley, Secretary of the Canadian Medical Association; Col. Harold D. 
Corbusier ; Dr. Harvey Agnew, Secretary of the Canadian Hospital Association; Dr. Fred H. Douglass, Chairman 
of the Board of Governors of the United States Chapter of the International College of Surgeons; Dr. Otto 
De Muth, Local Canadian Regent; Dr. Leigh F. Watson, Los Angeles, Calif.; Mr. Robert Mautner, Ciba, Corp.; 
Dr. J. Rudolph Jung, Terre Haute, Indiana; Dr. Simon Reisler, Indianapolis, Indiana; Major Benvenuto Diio; 
seated, left to right: Miss Margaret Sink, R.N.; Dr. Max Thorek; Mrs. Otto De Muth; Miss Martha Redewell, 
R.N.; Mrs. Leigh Watson; Mrs. Redewell; Miss Ruth Warner, G. D., Miss Helen Almen. 
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Dr. Chas. P. Bailey 
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8. Bainbridge 


Dr. Fred H. Albee 
Dr. Custis L. Hall 


Housing Committee 
Dr. Benjamin H. Shuster, Chm. 
Dr. Wm. ©. Hunsicker, Jr. 
Dr. Leopold Vaccaro 


Motion Picture Committee 


Dr. Wm. 


F. Wheian, Chm. 


Dr. Moses Behrend 
Dr. Thomas L. Doyle 
Dr. Earl P. Craig 
Dr. Elmer Hess 

Dr. Rudolph Jaeger 
Dr. John R. Moore 


PROGRAM 


TUESDAY, OCTOBER 3, 1944 
REGISTRATION 8:00-10:00 A.M. 


VISITING EXHIBITS 
MORNING 


Pres. Thomas A. Shallow, presiding 


10:00 A.M. 


10:20 A.M. 


10:40 A.M. 


11:00 A.M. 


11:20 A.M. 


11:30 A.M. 


11:40 A.M. 


Hon. Bernard Samuel 
Mayor of the City of Philadelphia 


Address of Welcome 


Dr. Rufus S. Reeves 

Director of the Department of 
Public Health 

City of Philadelphia 

Address of Welcome 


Dr. Charles L. Brown 
President of the Philadelphia 
County Medical Soeiety 


Address of Welcome 


Dr. Hubley R. Owen 
President of the Philadelphia 
Academy of Surgery 
Address of Welcome 


Dr. Desiderio Romén 
President of the International 
College of Surgeons 
Address of Welcome 


Dr. Thomas A. Shallow 
President, United States Chapter 
of the International College of 
Surgeons 

Address of Welcome 


Dr. Leonard Averett 
Philadelphia, Pa. 

“Supravaginal Hysterectomy—Its 
Indications and Advantages.” 
(Motion pictures of technic) 


LUNCHEON—VISITING EXHIBITS 


AFTERNOON 


Drs. Drury Hinton and Benjamin Golden, 


2:00 P.M. 


2:20 P.M. 


2:40 P.M. 


presiding 
Dr. George Morris Piersol 
University of Pennsylvania, Phila- 
delphia 
“Rehabilitation” 


Miss Helen S. Willard 

Director of the Philadelphia 
School of Occupational Therapy 
“Occupational Therapy in Re- 
habilitation” 

(Visitors are cordially invited to 
visit the School and Workshops, 
419 S. 19th St., Philadelphia, Pa., 
any day from 9:00-5:00) 

Dr. Harvey E. Billig, Jr. 

Los Angeles, Calif. 

“Muscle Reinervation” — I[llus- 
trated by motion pictures 


3:20-3:40 P.M. Visit to Exhibits 


3:40 P.M. 


4:00 P.M. 


4:20 P.M. 


4:40 P.M. 


Dr. Frances I, Seymour 

New York, New York 

“The Responsibility of the Sur- 
geon in the Preservation of Hu- 
man Fertility” 

Dr. Roy W. Mohler 

Philadelphia, Pa. 

“An Analysis of the Indications, 
Results and Dangers of Complete 
and Supravaginal Hysterectomy” 
Dr. Clifford B. Lull 

Philadelphia, Pa. 

“Caudal Analgesia” 

Dr. Karl Schlaepfer 

Milwaukee, Wis. 

“Pentothal Sodium Anesthesia in 
Major Surgery and Its Dangers” 































8:20 P.M. 


8:40 P.M. 


9:00 P.M. 





EVENING—SERVICE NIGHT 
Pres. Thomas A. Shallow, presiding 
8:00 P.M. 


Dr. Charles M. Griffith 

Medical Director—U. S. Veterans 
Administration, Washington, D.C. 
“The Rehabilitation of Ex-Mem- 
bers of the Armed Forces by the 
Veterans Administration” 


Dr. J. Rudolph Jaeger, President-elect United 
States Chapter 


Capt. Howard H. Montgomery 
(M.C.), U.S.N., Chief of Division 
of Rehabilitation, Navy Dept., 
Washington, D. C. 
“Rehabilitation in the Navy” 
Major General George G. Lull, 
M.C., U.S.A. 

Deputy Surgeon General of the 
Army 

Address—Title to be announced. 
Vice Admiral Ross T. McIntire, 
M.C., U.S.N. 

The Surgeon-General of the Navy 
Address—-Title to be announced. 


NINTH NATIONAL ASSEMBLY 
WEDNESDAY, OCTOBER 4, 1944 
Drs. Fred Douglass and Rudolph Jaeger, 


9:00 A.M. 


9:20 A.M. 


Dr. William Bates. First Vice-president United 


9:40 A.M. Dr. Moses Behrend 
Philadelphia, Pa. 
“Ulcerative Leiomyoma of the 
Stomach” 

10:00 A.M. Dr. Asher Winkelstein 
Chief, Gastro-Intestinal Clinic, 


tomy” (Motion Picture in Color) 


MORNING 


presiding 
Dr. Richard H. Lawler 
Attending Surgeon Cook Co. 
Hospital 
Chicago, IIl. 
“Gastric Surgery” 
Dr. Max Thorek 
Professor of Surgery, Cook County 
Graduate School of Medicine, Chi- 
cago, Ill. 
“History and Practical Applica- 
tion of Tubovalvular Gastros- 








States Chapter 
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Mt. Sinai Hospital, New York, 
New York 

“The Relation of Gastric Acidity 
to Recurrent Ulcers after Partial 
Gastrectomy” 


10 :20-10:40 A.M. Visit to Exhibits 


Dr. John Royal Moore 
University of Pennsylvania, Phil- 
adelphia 

“Massive Bone Defects” 

Dr. Custis Lee Hall 
Vice-President, International Col- 
lege of Surgeons, Washington, 
D. C. 

“Osteotomy for the Treatment of 
Ununited Fractures of the Fem- 
oral Neck” 

Dr. Austin T. Moore 

Columbia, S. C. 

“Fractures of the Hip Joint— 
Treatment with Adjustable Nails 
or Blade Plate Fixation” ; 
Dr. Roger Anderson 

Seattle, Wash. 

Paper—Title to be announced. 


LUNCHEON-—VISITING EXHIBITS 


AFTERNOON 


Drs. Custis Lee Hall and Max Thorek, 


presiding 


Drs. Harry E. Bacon, Orville C. 
Gass and William D. Todhunter 
University of Pennsylvania, Phil- 
adelphia 

“Cancer of the Rectum and Pelvic 
Colon with Special Reference to 
the Preoperative and Postopera- 
tive Treatment” 

Dr. William Seaman Bainbridge 
New York, N. Y. 

“A Survey of Surgical Results in 
Cancer” 

Dr. Albert A. Berg 

Consulting Surgeon, Mt. Sinai 
Hospital, New York, N. Y. 

“The Preservation of the Sphin- 
ter Ani in Radical Operation for 
Cancer of the Rectum” 


3:00 P.M. 


3 :20-3 :40 
3:40 P.M. 


4:00 P.M. 


4:20 P.M. 


4:40 P.M. 


Dr. Thomas A. Shallow 
President, United States Chapter, 
International College of Surgeons 
“Radical Treatment of Carci- 
noma of the Esophagus” 

P.M. Visit to Exhibits 

Dr. Benjamin I. Golden 
Director, Golden Clinic, Elkins, 
West Virginia 

“Massive Single Doses of the 
Sulfa Drugs” 

Dr. William A. Lell 
Philadelphia, Pa. 

“Observations on the Broncho- 
scopic Insufflation of the Sul- 
phonamids into the Tracheo- 
bronchial Tree” 

Dr. Lyman Weeks Crossman 
Prof. Clinical Surgery, New York 
Medical College, New York, N. Y. 
“Refrigeration for the Preserva- 
tion of Traumatized Tissue” 

Dr. Frederick M. Allen 

New York Polyclinic Medical 
School and Hospital, New York 
City, New York 

“Surgical Shock and Its Treat- 
ment” 


EVENING 


Pres. Thomas A. Shallow, Pres. Desiderio 


Roman and Pres. Rudolph Jaeger, presiding 
8:00 P.M. CONVOCATION—Ball Room, 


Benjamin Franklin Hotel 

All details to be obtained from 
Dr. Ernest F. Purcell—Chairman, 
Trenton, N. J. 

Convocation Address :— 

Dr. Morris Fishbein 

“The Organization of American 
Medicine” 


' THURSDAY, OCTOBER 5, 1944 


MORNING 


Drs. Morris Weinstein and Charles P. Bailey, 


presiding 


9:00 A.M. Dr. Elias D. Lawrence 


Adjunct Surgeon, Barnet Hos- 
pital, Paterson, N. J. 
“Saphenous Vein Ligation” 
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9:20 A.M. 


9:40 A.M. 
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Dr. Edmund B. Spaeth 
Philadelphia, Pa. 

“Aneurysm of Circle of Willis 
from an Ophthalmological Stand- 
point” 

Dr. Samuel R. Skillern 
Philadelphia, Pa. 

“The Frontal Sinuses as the Path- 
way of Infection to the. Cranium 
and Its Contents” 





Dr. Moses Behrend, Chairman of the Board of 
Medical Examiners. 


10:00 A.M. 


Dr. B. R. Dysart 
Pasadena, California 


“Diabetic Gangrene Involving the 
Sinuses” 


10 :20-10:40 A.M. Visit to Exhibits 


10:40 A.M. 


Dr. Nicholas Michels 
Philadelphia, Pa. 

“Variations in the Arterial Blood 
Supply of the Liver, Gall-Blad- 
der, Stomach, Duodenum and 
Pancreas” (Based upon 100 dis- 
aections) 


11:00 A.M. 


11:20 A.M. 


11:40 A.M. 


Dr. Robert Lich, Jr. 

Pittsburgh, Pa. 

Dr. Ralph B. Samson 
Pittsburgh, Pa. 

“A Method of Inguinal Hernior- 
rhaphy” 

Dr. Thomas B. Noble, Jr. 
Indianapolis, Ind. 

“The Surgical Control of Obstruc- 


tive Adhesions of the Small 
Bowel” 
Dr. O. DeMuth, M.C., M.D., C.M., 
F.I.C.S. 


Vancouver, B. C. 
“Recent Developments of Biliary 
Surgery” 


AFTERNOON 


Drs. William Martin and Moses Behrend, 


2:00 P.M. 


2:20 P.M. 


2:40 P.M. 


3:00 P.M. 


presiding 
Dr. Oswald Swinney Lowsley 
Honorary Consultant to the Med- 
dieal Corps of the Navy 
“Plastic Operations upon the Kid- 
neys” 
Dr. Elmer Hess 
Erie, Pa. 
“The Indications and Technic for 
Transplanting the Ureters into 
the Sigmoid” 
Dr. John E. Cannaday 
Charleston, West Virginia 
“The Custis (Derma) Graft 
Transplant” (Illustrated by slides 
and motion pictures) 
Dr. Desiderio Roman 
Philadelphia, Pa. 
“Lingual Goiter” 


EVENING 


Assembly Dinner, 7:30 P.M. 


Pres. 


Program, 
arranged by Dr. John E. Loftus. 


Rudolph Jaeger, presiding 
entertainment and speaker to be 


ROUND TABLE DISCUSSIONS 
TUESDAY, OCTOBER 3, 1944 


10 :40-12 M. 


Col. J. B. Brown 
E. N. and T. Round Tables 
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10:40-12 M. Drs. Grant, Jaeger, Fay, Scott 
and Klemme 


“Neurosurgery” 


2:00-3:20 P.M. Dr. Moses Behrend 
Philadelphia, Pa. 
“Duodenectomy and Partial Pan- 
createctomy” 


2:00-3:20 P.M. Dr. Charles Mazer 
“Endocrinology” 


3:40-5:00 P.M. Dr. Edward T. Crossan pre- 
siding 
Philadelphia, Pa. 
“Fracture Problems” 


WEDNESDAY, OCTOBER 4, 1944 


9 :00-10 :20 A.M. Dr. Harold A. Zintel 
Philadelphia, Pa. 
“Evaluation of the Status of Local 
Sulfa Therapy Especially in the 
Peritoneum” 


10:40-12 M. Dr. Harrison F. Flippin 
Philadelphia, Pa. 
“Penicillin” 

2:00-3:20 P.M. Dr. Henry 8S. Ruth, Phila- 
delphia, Pa. and Panel, Drs. 
Dripps, Haugen, Woodbridge and 
Donald Hale 
“Pre- and Postoperative Team- 
work between Anesthetist and 
Surgeon” 


2:00-3:20 P.M. Dr. Charles A. Behney 
“Carcinoma of the Uterus” 


3:40-5:00 P.M. Dr. William G. Leaman 
Philadelphia, Pa. 
“Delayed Deaths from Anesthetic 
Difficulties” 


THURSDAY, OCTOBER 5, 1944 


9:00-10 :20 A.M. Surg.-Dr. C. A. Steiner, 
Drexel Hill, Pa. 
Med. Dr. Samuel Lisker 
Philadelphia, Pa. 
Dr. Smithwick 
Boston 
“Peripheral Vascular Disease” 


10 :40-12 M. Dr. Thomas W. Cook 
Allentown Pa. 
Dr. Austin T. Moore 
Columbia, 8. Carolina 
Dr. Theodore Franklin Bach 
Philadelphia, Pa. 
“Backache not Due to Dise Diffi- 
culties” 


10 :40-12 M. Dr. Douglas MacFarlan 
Philadelphia, Pa. 
“Speech and Speech Hearing” 


2:00-3:20 P.M. Surgeon supplied by Capt. 
C. M. Schaar 
Representative Naval Hospital 
Med.-Dr. Jos. T. Beardwood, Jr. 
Philadelphia, Pa. 
“Amputation Trends—Traumatic, 
Diabetic” 

2:00-3:20 P.M. Dr. Norman R. Ingraham 
Philadelphia, Pa. 
“Venereal Disease” 

3:40-5:00 P.M. Dr. Truman G. Schnabel 
Philadelphia, Pa. 


“The Ever-present Postoperative 
Respiratory Complications” 


MOTION PICTURES 


(Independence Room, Mezzanine Floor) 


Tuesday, Wednesday, and Thursday 


9:30 A.M. Dr. Fred H. Albee 
New York City 

a. Reconstruction Operation for Ruptured 
Crucial Ligament 

b. H-Graft for Fracture of the Patella 

ce. Arthrodesis of the Knee with Bone-Graft 
Peg 

d. Arthroplasty of the Knee 

10:10 A.M. Dr. Harry Bacon 
Philadelphia, Pa. 

‘a. Cancer of the Rectum without Colos- 
tomy and Preservation of Sphincter 
Muscles 

b. Technic of Transplantation of Colostomy 


11:10 A.M. Dr. Frank H. Baehr 
Springfield, Mass. 
Abdomino-Perineal Operation for Cancer of 
the Rectum and Rectosigmoid 
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11:30 A.M. Dr. Moses Behrend 
Philadelphia, Pa. 
a. Disease of the Spleen 
b. Thoracoplasty 
e. Hernia 


12:15 P.M. Dr. Elmer J. Ball 
Los Angeles, Calif. 


Thyroglossal Duct Cyst Removal 


12:15 P.M. Dr. H. I. Biegelheisen 
Sclerotherapy 


1:30 P.M. Dr. Morton I. Berson 
New York City 


a. Split-Skin Grafts for Burns 
b. Cartilage Transplants for Facial and 
Skull Depressions 


2:10 P.M. Dr. Lyman Crossman 
Red Bank, N. J. 


a. Refrigeration Anesthesia 
b. Amputations and Preservations 


2:40 P.M. Dr. Matthew S. Ersner 
Philadelphia, Pa. 


Rhinoplasty 
3:20 P.M. Dr. Leonard Frescoln 
Philadelphia, Pa. 
A Case of Rabies 


3:40 P.M. Dr. Elmer Hess, Erie, Pa. 

a. Removal of Ovarian Cyst and Pelvic 
Kidney 

b. Transplantation of the Ureter to the 
Skin 

ce. Caleulous Heminephrectomy 

d. Resection of Upper Pole of Double 
Kidney 

e. Secondary Nephrectomy for Calculous 
Pynephrosis 


(Lafayette Room, Mezzanine Floor) 
Tuesday, Wednesday, and Thursday 


9:30 A.M. Dr. J. Rudolph Jaeger 
Philadelphia, Pa. 


Craniocerebral Injuries 
11:00 A.M. Dr. Bernard G. Judovich 


Philadelphia, Pa. 
Dr. William Bates, Philadelphia, Pa. 


Segmental Neuralgia 


12:10 P.M. Dr. Maxwell Maltz 
New York City : 
Case of Superficial Wounds of the Face 


1:30 P.M. Dr. Albert Metcalf, Denver, Colo. 
Diagnosis and Medical Treatment of Periph- 
eral Vascular Disease 

2:10 P.M. Dr. G. I. Miller, Brooklyn, N. Y. 
Multiple Bar Skin Clips 

2:30 P.M. Dr. Albert Seltzer 

Philadelphia, Pa. 
Nasoplastic 
3:15 P.M. Dr. Max Simon 
Poughkeepsie, N. Y. 
Recurrent Laryngeal Nerve in Thyroid 
Surgery 
3:50 P.M. American Red Cross Blood Donor, 
Philadelphia, Pa. 
Life Line—Army Medical Corps 


SCIENTIFIC EXHIBITS 


Dr. William Bates 

Dr. Bernard Judovich 

Philadelphia, Pa. 
“Painful Syndromes.” 


Dr. J. E. Thomson 

Lincoln, Nebraska 
“Experimental and Clinical Observations 
on Problem of ‘Local Shock.’ ” 


Dr. M. M. Simon 

Poughkeepsie, N. Y. 
“Thyroid Surgery demonstrating a new 
triangle for the localization of recurrent 
laryngeal nerve on the basis of new land- 
marks.” 


Dr. Lyman W. Crossman 
Red Bank, N. J. 


“Refrigeration for Preservation of Trau- 


matic Tissues.” 
Dr. Rudolph Jaeger 
Philadelphia, Pa. 
“Intervertebral Disk Injury.” 


Dr. Harry E. Bacon 
Philadelphia, Pa. 


“Surgical Treatment of Cancer of the Rec- 
tum without Colostomy and with Preserva- 


tion of the Sphincter Muscles.” 
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Dr. L. E. McCrea 
Philadelphia, Pa. 


“Cystoscopic Photography.’ 


? 


Dr. Matthew S. Ersner 
Philadelphia, Pa. 


“Rhinoplasty.” 


Dr. Frederick V. Emmert 
St. Louis, Mo. 


“Vaginal Hysterectomy.” 


Dr. R. M. Klemme 
St. Louis, Mo. 


“Neurosurgery.” 


Dr. O. F. Lamson 
Seattle, Washington 


“Appliance for colostomy control.” 


Dr. T. B. Noble, Jr. 
Indianapolis, Ind. 


“Treatment of Peritonitis.” 
The American Red Cross 


The Blood Donor Service 
Philadelphia, Pa. 

Dr. Albert P. Seltzer 
Philadelphia, Pa. 


“Nasal Operation.” 


Dr. H. I. Biegeleisen 
New York, N. Y. 


“Sclerotherapy.” 


Dr. John J. Moorhead 

New York, N. Y. 
“The Foreign Body Finder—The Berman 
Locator.” 


Dr. Francis I. Seymour 

New York, N. Y. 
“The Surgeon in Post War Rehabilitation 
and Artificial Insemination.” 


Dr. C. W. Gilfillan 
A. E. Gallant 
K. Townsend 
Los Angeles, Calif. 
“The Surgical Treatment of Fractures and 
Allied Conditions in Which Some Form of 
Internal Fixation Is Utilized.” 


Dr. Chevalier L. Jackson, Jr. 

Dr. Charles M. Morris 

Philadelphia, Pa. 
“Applied Anatomy of the Bronchi and 
Lungs.” 


Dr. Robert A. Hingson 
Dr. Waldo B. Edwards 
Dr. James Southworth 
U.S. Marine Hospital, Staten Island, N. Y. 
Philadelphia Lying-In Hospital 
“Continuous Caudal Analgesia in Obstetrics 
Surgery and Therapeutics.” 


The Philadelphia School of Occupational 
Therapy, Miss Helen S. Willard, Director 


The Curative Workshop—Clare S. Spack- 
man, Director. 





JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from page 317) 


Academy of Medicine, 
Presidency of Mr. Guillotin, 
Session of June 14, 1808. 

The meeting opened with the reading of the min- 
utes of the previous session. The proceedings were 
approved. 

Dr. Gastelier, chief physician of the Civil and 
Military Hospital of Montargis . . . submitted to 
the Academy a preliminary report on the subject: 
“Observations and Reflections Concerning the Present- 
Day Organization of Medicine.” This is a thesis 
accompanying his application as a corresponding 
member of the society. 

Dr. Gastelier’s contribution is cordially accepted 
and his petition for membership seconded by Messrs. 
Guillotin, Daignan and Ledru. A committee com- 
posed of Messrs. Desessarty, Gedillot and Delong- 
champ is appointed to evaluate the application. 

Mr. Bouriat, secretary of the medical society of 


. . submits through Mr. Desessarty Nos. 20, 21, 22, 
23 and 24 of his summary of the medical situation 
as observed in the Department of Indes and Loire. 

The Academy gratefully accepts from Mr. Deses- 
sarty the gift and requests of him an abstract of this 
interesting study which is to be deposited in the 
archives of the society as was done heretofore. 

The secretary read a letter of Mr. Antoine Met- 
ternich, Professor of Pathology at the Special School 
of Medicine at Mayenne, in which he acknowledges 
the receipt of the Annals of the Academy and promises 
to send a paper in the course of the current year. 

Mr. Dubois, introduced as a titular member of the 
academy, read a paper on “The Use of Milk in Pul- 
monary Ptisis.” The paper is received with the 
society’s unanimous applause and the essayist with- 
draws. 

Mr. Bourru, in the name of the committee ap- 
pointed to examine Mr. Dubois, reads its report and 


(Continued on page 333) 








FI inal Exhibits 


NINTH ANNUAL ASSEMBLY 
of the 
UNITED STATES CHAPTER 
of the 
INTERNATIONAL COLLEGE OF SURGEONS 
(On the Mezzanine Floor in the 
Washington, Franklin and Betsy Ross Rooms) 
BENJAMIN FRANKLIN HOTEL 
PHILADELPHIA, PA., OcToBER 3, 4, 5, 1944 





The latest in pharmaceuticals, surgical ap 
special interest to surgeons will be on display. 


at frequent and appropriate intervals. 





paratus and instruments, medical books and products of 
Members and visitors are urged to study these exhibits during recess periods, which will be arranged 


Following are the names of the firms exhibiting and descriptive items, arranged in alphabetical order. 








THE ALKALOL COMPANY 
Taunton, Mass. 
Booth 10 

Showing Alkalol, claimed by the manufacturer to be a care- 
fully balanced alkaline saline solution. It is aqueous, contain- 
ing no glycerine and only a trace of alcohol, dissolving 
mucus, bland, nontoxic, nonirritating. It is suggested for 
mucous membranes and irritated tissues and is a comforting, 
effective wet dressing used postoperatively. 

Also Irrigol, an alkaline, saline, slightly astringent powder, 
readily dissolved in water, and recommended as a safe, cleans- 
ing vaginal douche, etc. In charge: W. J. Ford and 
E. W. LeClair. 


AMERICAN SAFETY RAZOR 


CORPORATION 
Brooklyn, N. Y. 
Booth 45 

A.S.R. Sunpren's Blades are known for their uniformity of 
performance, high quality and never deviating keenness. Visit 
their booth where their representative, Miss M. Stewart, R. N., 
will be pleased to show a full assortment of A.S.R. Surgeon’s 
Blades, available in 9 different sizes to fit all standard surgical 
handles. Full information may be obtained about these pre- 
cision-made surgical instruments. 


AMERICAN HOSPITAL SUPPLY 
CORPORATION 
Chicago, Ill. 
Booth 13 
Baxter Intravenous Solutions and blood, plasma and serum 
equipment will be a feature of the American Hospital Supply 
Corporation booth. Solutions in the famous Baxter Vacoliters 
will be displayed, along with such transfusion equipment as 
Transfuso-Vacs, Plasma-Vacs, and Oentri-Vacs. ained staff 
members will be in attendance to explain and answer ques- 
tions on all phases of the Baxter intravenous technic. 
Also on display will be many specialty items of importance 
to better hospital routine and service. 


AMERICAN STERILIZER COMPANY 
(Comper Division) 
Erie, Penna. 
Booths 43-44 
Demonstrations with a live model will be given on the Albee- 
Comper Orthopedic and Fracture Table devised by Dr. Fred 
H. Albee of New York. Adapted to the needs of wartime 
procedure, this table has wide use under wartime conditions. 
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Optional accessories which include Skeletal Traction, 
Goldthwaite Irons, Ryerson Autojack, Scoliosis Yoke, and the 
L’Episcopo Head and Shoulder Rest will be demonstrated 
during the meeting, and maximum operative efficiency of the 
Albee-Comper Orthopedic Table, obtained with a minimum of 
surgical time and fatigue, will be shown. 

Also on display is the Comper Orthopedic Walker. 

In charge: Messrs. Howard M. Fish, Adrian Oomper, 
E. O. Lindberg, Fred G. Bauschard. 


AUSTENAL LABORATORIES, INC. 
New York 
Booth 14 

Showing Vitallium Surgical Appliances—Vitallium, the 
“friendly alloy’ compatible with bone and tissue. Bloodvessel 
and Bileduct Tubes, Skull Plates, Caps for Hip, Elbow and 
Finger Arthroplasty, Plates, Screws and Nails for fracture 
fixation, Lag Screws, Hip Nails, Arthrodesis Pins, Orbital and 
Testicular Implants, Jaw Fracture Fixation Appliances, and 
Reconstructive Appliances will be shown. An _ exhibition 
skeleton with numerous Vitallium appliances in place will be 
provided for anatomic discussions. 

VITALLIUM is a homogeneous alloy that is corrosion re- 
sistant and is completely inert in vivo. It does not irritate 
tissues nor interfere with normal bone regeneration. It is 
strong, tough, light in weight, and Vitallium plates can be 
bent to conform to bone contours. Vitallium Surgical An 
ances are x-ray inspected. Vitallium is composed of cobalt, 
chromium and molybdenum and contains no iron or nickel 
and is therefore not a stainless steel. Vitallium has been 
used for dental prostheses for twelve years and for surgical 
prostheses for seven years. 


BARD-PARKER COMPANY, INC. 
Danbury, Conn. 
Booth 3 

The following products will be exhibited: Rib-Back Surg- 
ical Blades, Long Knife Handles for deep surgery, Renew- 
able Edge Scissors, Formaldehyde Germicide and Instrument 
Containers, Transfer Forceps, Hematological Case for obtain- 
ing bedside blood samples. 


ERNST BISCHOFF COMPANY, INC. 


Ivoryton, Connecticut 


Booth 9 
_Will display the following: Lobelin-Bischoff, respiratory 
stimulant; Diatussin, antispasmodic; Anayodin, effective 


amebacide; Aquinone-Bischoff and Aquakay-Bischoff. The 
latter are new preparations, Aquinone is the first aqueous 
solution of menadione to be offered to the medical profession 
and Aquakay is menadione in tablet form. Both of these 
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preparations are highly effective in Vitamin K therapy. 
— does not require the administration of 
ile salts. 


BREWER & COMPANY 


Worcester, Mass. 
Booth 4 
Brewer & Company will feature their Ampuls and pharma- 
ceutical specialties of particular interest to the surgeons 
attending the Ninth National Assembly. Those attending 
the assembly are cordially invited to visit the Brewer booth. 


CAMERON HEARTOMETER COMPANY 
Chicago, Illinois 
Booth 18 

The Cameron Heartometer Co, is showing the improved 
Heartometer, a scientific precision instrument for accurately 
recording systolic and diastolic blood pressures. It also 
furnishes a permanent graphic record of the pulse rate, the 
various functions of the heart, the myocardial response, 
as well as the functioning of the valves. The Heartometer 
stages and is of great value in checking the progress of 
medication and treatments. 


CAMERON SURGICAL SPECIALTY ’° 


COMPANY 
Chicago, Ill—New York, N. Y. 
Booth 30 
The Cameron Surgical Specialty Company will show the 
new Broncho-Esophago-Laryngoscopic Set, the new Cavi- 
camera for photographing in color through gastroscopes and 
cystoscopes, New Boilolite Transilluminators, Photo-Microlite 
and Projector. There will also be exhibited the Omniangle 
Flexible Gastroscope, Binocular Prism Loupe, Mirrolite (the 
new Headlite), Magniscope, Electro-Surgical Units and Color- 
Flash Clinical Camera. Walton P. Smith, Eastern Manager, in 
charge. Eastern Office 250 West 57th Street, New York, N. Y. 


CANADIUM RADIUM & URANIUM 


CORPORATION 
New York . 
Booth 5 
A new therapeutic approach in the treatment of certain 
refractory conditions of a chronic nature not related to 
abnormal growth with Alpha-Ray Therapy by external use of 
Radon in fatty carriers may open a new field in the treat- 
ment of radiation injuries, certain peripheral vascular con- 
ditions, arterio-sclerotic and varicose ulcers, some derma- 
tologic conditions in arthritis. 
Representatives: Boris Pregel, Alexander Pregel, H. B. 
Kearney, J. 8S. Harris. In charge: Frank Hartman. 


CARBISULPHOIL COMPANY 
Dallas, Texas 
Booth 16 

Foille treatment for burns and wounds both in the regular 
emulsion type and in the new ointment-consistency form will 
be displayed. Also on exhibit will be Tarcreme, a modern 
coal-tar preparation, odorless, non-staining and in an ab- 
sorption base. 

e@ company states that Foille yearly continues undimin- 
ished progress in medical acceptance and usage, being widely 
employed throughout the Nation oe. petaeons industrial sur- 
geons, and substantially serves service surgeons as well as 
yo ‘omc Represented by A. V. Hurd and Albert 
. Shugert. 


CIBA PHARMACEUTICAL PRODUCTS, 
INC 


Summit, N. J. 
Booth 1 

Visitors are cordially invited to our exhibit, where a 
Tepresentative will answer questions regarding Ciba special- 
ties, and discuss in detail those particularly applicable to the 
fields of surgery—OORAMINE, circulatory and respiratory 
stimulant; NUPEROAINE, local anesthetic of prolonged 
action; and TRASENTINE, effective antispasmodic. 


DAVIS & GECK, INC. 
Brooklyn, N. Y. 
Booth 46 


Davis & Geck, Inc., will display its complete line of sterile 
sutures including fine gauge (0000 and 00000) catgut; a com- 
prehensive group of sutures armed with swaged-on Atrau- 
matic needles designed for specific surgical procedures; Der- 
malon skin and tension sutures Lsosnesues from nylon) 
which, because of marked physical advantages and economy, 
are rapidly replacing silk-worm gut and other nonabsorbable 
materials. 

A representative from the laboratories will be in attendance 
at the booth and copies of the ‘Manual of Surgical Sutures 
and Ligatures’ and other interesting booklets will be avail- 
able. In charge: J. Cameron Stuart. 


THE DENVER CHEMICAL MFG. CO. 
New York 
Booth 8 


The company will exhibit Galatest, a dry reagent for the 
instantaneous detection of urine sugar. It is claimed to be 
accurate, simple, speedy and economical, and is used routinely 
by many leading hospitals and medical departments of in- 
dustrial plants, and by more and more private practitioners 
every day. Acetone Test (Denco), dry reagent for the in- 
stantaneous detection of acetone in urine will also be 
demonstrated. 


J. H. EMERSON COMPANY 
Cambridge, Mass. 
Booth 15 


Resuscitation and hospital equipment. 


Represented by 
William H. Stephenson. 


ETHICON SUTURE LABORATORIES 


(Division Johnson and Johnson) 
New Brunswick, N. J. 
Booth 12 


TANTALUM TO BE DEMONSTRATED. Surgical sutures 
made of the rare metal tantalum will be shown to surgeons 
who visit the Ethicon Suture Laboratories’ exhibit. Other 
new special —- sutures, shown with suaged needles, in- 
clude those for eye, nerve and gastro-intestinal surgery, as 
well as stay sutures and nylon and silk in fine gauges. Of 
special interest to urologists, gynecologists and orthopedic 
surgeons, as well as to general surgeons, will be the tubes 
of sterile fascia lata in strips and in sheets. 


GUDEBROD BROS. SILK CO., INC. 
Philadelphia, Pa. 
Booth 31 


An exhibit consisting of surgical sutures of the nonabsorb- 
able type, by the manufacturers of Champion Silk Sutures, 
made of pure Asiatic raw silk in the twisted and braided 
type, untreated; also the Serum-Proof or noncapillary type in 
black and white, wound on spools and in ampoules, Champion 
Silk dermal and tension sutures put up on cards and in 
ampoules. Sutures produced from the new Nylon _ fiber. 
Sutures produced with so-called Dr. Pagenstecher celluloid 
coating, and the newest suture—Handcraft cotton suture. 
Other items to be exhibited are the Umbilical Tapes, braided, 
in various widths in the flat, round or cord types. 


JOURNAL OF INTERNATIONAL 


COLLEGE OF SURGEONS 
Chicago, Ill. 
Booth B 
(Gallery Passageway) 

The Journal of the International College of Surgeons will 
be distributed at our booth. Information in gpa 3 exhibits 
may be secured here. Our visiting surgeons are invited to 
leave their cards if they wish to have the Journal or in- 
formation concerning the Journal mailed to them. 
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LEA & FEBIGER 
Philadelphia, Pa. 
Booth B 
(Gallery Passageway) 

Lea and Febiger will exhibit among their new works 
Babcock's “Principles and Practice of Surgery,” Donaldson’s 
“Surgical Disorders of the Chest,”’ Kovacs’ ‘‘Manual of Physical 
Therapy” and Lewin on “Backache and Sciatica.” New editions 
will be shown of Spaeth’s ‘Ophthalmic Surgery,’”’ Rowe's 
“Elimination Diets and the Patient's Allergies,’ Simmons and 
Gentzkow’s ‘‘Laboratory Methods of the United States Army,” 
Bell's ‘‘Pathology,” Rhinehart’s “‘Roentgenographic Technique,” 
Craig and Faust’s “Clinical Parasitology,”’ Kraines’ ‘‘Therapy 
of the Neuroses and Psychoses,’’ Gray's Anatomy, Ballenger 
on The Nose, Throat and Ear, Ballenger’s ‘Manual,’ Boyd’s 
“Textbook of Pathology,” Ormsby and Montgomery on ‘‘Dis- 
eases of the Skin,’’ Portis on ‘‘Diseases of the Digestive 
System” and other important works. 


LEDERLE LABORATORIES, INC. 
New York 
Booth 17 
The Lederle Laboratories, Inc., are showing various 
products of value and interest in the field of Surgery: 
Sulfadiazine Surgical Powder, Sulfadiazine for Topical Appli- 
cation in its various forms and Sulfadiazine in the new dimen- 
sion, “Diazifilm,”” as well as Diethylstilbestrol, Heparin, 
Hemostatic Globulin. Physician members of the Lederle staff 
and medical representatives will be in attendance to answer 
inquiries and distribute literature. The Lederle Exhibit will 
be under the direct supervision of Mr. J. F. Hanifan in 
charge of the Philadelphia office. 


J. B. LIPPINCOTT COMPANY 
Philadelphia, Pa. 
Booth C 


(Gallery Passageway) 

Showing the complete list of LIPPINCOTT SELECTED 
PROFESSIONAL BOOKS . featuring Thorek: MOD- 
ERN SURGICAL TECHNIC . available in both the 
three-volume and one-volume War Edition . . . and Thorek: 
SURGICAL ERRORS AND SAFEGUARDS. Featured also 
two new books of significant surgical interest: Bunnell: SUR- 
GERY OF THE HAND and Bancroft-Murray: SURGICAL 
TREATMENT OF THE MOTOR SKELETAL SYSTEM. Other 
new titles include the American Edition of Fry: THE 
DENTAL TREATMENT OF MAXILLO-FACIAL INJURIES, 
Brown-McDowell: SKIN GRAFTING OF BURNS, Heuer: 
TREATMENT OF PEPTIO ULCER, Simmons-Wayne: 
GLOBAL EPIDEMIOLOGY, together with many other new 
books and new editions of old favorites . . . and, of course, the 
ever-new LIPPINCOTT JOURNALS. 


LYDIA O’LEARY, INC. 
New York, N. Y. 
Booth 11 

The Lydia O’Leary Oovermark exhibit will show the pro- 
fessional use of this preparation for concealing the discolora- 
tion of postoperative scars, as well as permanent or tem- 
porary skin blemishes. Application of Covermark will be 
demonstrated in our booth, and literature and professional 
samples will be available. Miss Lydia O’Leary in charge. 


MEAD JOHNSON & COMPANY 
Evansville, Indiana 
Booth 33 

Amigen is an enzymic hydrolysate of casein and pancreas 
consisting of amino acids and simple peptides. It supplies all 
the amino acids required for growth and the repair of body 
tissue. Because it is nonantigenic, it may be administered 
orally, subcutaneously, or intravenously. It is indicated 
whenever food protein cannot or should not be eaten, or 
when it cannot be adequately digested, or when the protein 
intake is insufficient. When Patan in adequate amounts, 
Amigen prevents wastage of body protein and builds up new 
protein stores. 

Amigen is supplied as a powder, or in sterile 5 per cent or 
10 per cent solution. One liter of the 5 per cent solution 
supplies the equivalent of 50 grams protein, 50 grams dex- 
trose, 2 grams sodium chloride and fluid. 


MEDICAL FILM GUILD 
New York 
Booths 39-40 

Medical Film Guild emphasizes its talking papers in this 
year’s program of ‘MEDICAL FILMS THAT VEAOCH.” Hos- 
pital and Medical Society program chairmen, now faced 
with depleted staffs because of the war emergency, who desire 
educational material for their meetings, find that Medical Film 
Guild’s motion picture film textbooks answer that important 
problem. Through grants for post-graduate instructions, these 
films are available at no charge to any hospital or medical 
society meeting and to the medical services connected with 
the Armed Forces of the United States. Exhibition is also 
included at no charge under this plan. Subjects available are: 
Inguinal Hernioplasty; Asphyxia Neonatorum; Nonoperative 
Treatment of Paranasal Sinusitis; Otitis Media in Pediatrics; 
A Clinic on Acute Mastoiditis; Otoscopy in the Inflamma- 
tions; A Clinic on Sigmoid Sinus Thrombosis; A Clinic on 
Petrositis with Meningitis; Amebiasis and Its Treatment; 
A Clinic on Otitic Purulencies; Pharmacology of Respiratory 
Stimulants. 


W. B. SAUNDERS COMPANY 
Philadelphia, Pa. 
Booth A 
(Gallery Passageway) 

This publishing house will exhibit their complete line of 
books. Included among the new and important books to be 
shown are: Bockus’ three-volume work on “Gastroenterology,” 
Fifth Edition of Christopher’s ‘Minor Surgery,” Erich & 
Austin’s ‘Traumatic Injuries of Facial Bones,’’ Hoffman’s 
“Female Endocrinology,’ Moll’s ‘‘Aesculapius in Latin 
America,”’ Orr’s one-volume ‘‘Operations in General Surgery,” 
Pullen’s “Medical Diagnosis,’’ the Twentieth Edition of the 
“Tllustrated Medical Dictionary,’’ new Third Edition of Stokes’ 
“American Syphilology,”” Lundy’s ‘Anesthesia,’ Wharton’s 
“Gynecology and Female Urology,” the Military Medical and 
Surgical Manuals, Official U. 8. Public Health Service In- 
dustrial Hygiene Manual, Stieglitz’ ‘Geriatrics,’ Weiss & 
English’s ‘‘Psychosomatic Medicine,” and many others. 


SCHERING CORPORATION 
Bloomfield, N. J. 
Booth 32 

Schering Corporation, in line with their policy of bringing 
out the latest in endocrine research, is featuring the new 
estrogenic product—ESTINYL Tablets. 

ESTINYL, a derivative of the natural hormone alpha- 
estradiol, is most economical and is orally effective in dosage 
of .02 and .05 mg. It produces very little nausea and toxic 
side effects. 

Other Schering preparations on display will be ORETON-F 
Pellets, ORETON, ORETON-M Tablets, PROGYNON-B, 
PRANONE, PROLUTON and CORTATE, and the diag- 
nostic products for X-Ray—NEO-IOPAX and PRIODAX. 


SHARP & DOHME 
Philadelphia, Pa. 
Booths 34-35 

Sharp & Dohme will exhibit their new sulfonamide, Sulfa- 
merazine, and also Sulfasuxidine, LYOVAC Normal Human 
Plasma, Tyrothricin Concentrate for human use and 
LYOVAOC Tetanus Antitoxin, Bovine. Capable, well-informed 
representatives will be on hand to welcome all visitors and 
furnish information on Sharp & Dohme products. 


J. R. SIEBRANDT MFG. COMPANY 
Kansas City, Mo. 
Booth 7 

The new Olayton Transfixion Splints are now offered to 
the medical profession by Siebrandt. These splints are the 
results of years of experimental research and development in 
collaboration with Dr. Charles F. Clayton of Fort Worth, 
Texas. In the past seven years he has used this method of 
external fixation successfully in over 500 cases for both open 
and closed reductions. They have many advantages over other 
type transfixion splints. Built of plastic, transparent to x-ray— 
simple in construction and extremely light in weight and have 
no complicated mechanism to adjust; they eliminate plaster cast 
and reduce cost and time of treatment. The exhibit will also 
include a complete line of bone instruments and fracture 
equipment, including the Davidson Director for hip nailing 
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and the Goodwin Bone Clamp, which simplies the technic 
for open reduction when wiring long bone fractures. 


SINGER SEWING MACHINE COMPANY 


(Surgical Stitching Instrument Division) 
New York, N. Y. 
Booths 41-42 

Specially trained demonstrators will exhibit the new Singer 
Surgical Stitching Instrument. This instrument, developed 
in close codperation with the surgical profession, has at- 
tracted much attention in several recent medical conventions, 
and clinical trials have demonstrated its success and prac- 
ticability. 

All surgeons, nurses and hospital staff members are invited 
to see this unique contribution to surgery. 

Motion pictures of operations showing the instrument in 
use will be shown, and free literature describing the instru- 
ment in detail will be available. Represented at this Assembly 
by Mr. J. P. Weis, Mr. L. C. Molloy and demonstrators. 


THE TECHNICON COMPANY 
New York 
Booths 21-22 

The Technicon Company will display two instruments of 
unique interest . the AUTOTECHNICON and _ the 
TECHNISCOPE. 

The Autotechnicon is a machine for automatically process- 
ing and staining tissues in preparation for pathologic diag- 
nosis. Remarkable reductions in the time heretofore required 
for microscopies make obsolete previous hand methods. When 
it is used for this work, the surgeon may expect a pathologic 
diagnosis routinely within twenty-four hours. 

The Techniscope is a device for the magnification projection 
of the microscopic image of slides and similar material for 
simultaneous direct study by as many as ten observers... 
The projected image may also be cast upon a screen with full 
detail, achieving great magnifications. The spectacular per- 
formance of the Techniscope is due not only to a brilliantly 
designed optical system, but also to the employment of a 
very high intensity light source, a pressure mercury-vapor 
lamp which delivers a beam of lumens higher than any 
other projection lamp yet devised. Under such efficient cool- 
ing conditions, the slides or microscope are not harmfully 
effected. Such magnifications as are projected through the 
oil-immersion lens of the microscope come out clearly and 
intensely. Provision is also made on the machine for the 
incorporation of a camera for lantern slides or Kodachrome 
transparencies. i 

Both machines the Autotechnicon and the Techni- 
scope will be in actual operation at all times during the 
meeting. 


THE TOWER COMPANY, INC. 
Seattle, Washington 
Booths 2-47 
The Tower Company, Inc., is demonstrating its new Roger 
Anderson Fracture Machine. This Machine attracted great 
interest on its first showing at the recent American Medical 
Association Meeting in Chicago. Every recognized orthopedic 
procedure can be accomplished on this Machine. It is out- 
standing for its simplicity of operation, ease of maneuver- 


ability, compactness and completeness. Also on display is the 
1944 model of the Self-Aligning Fracture Reduction Splint, a 
new model Clavicle Splint, a Bedside Portable Fracture Re- 
ducing Splint, complete line of skeletal fixation equipment for 
fractures of the mandible and other facial bones, Hip-Nailing 
equipment, the Charles Bradford Cassette Holder and many 
other items of real interest to the surgeon treating fractures. 


WHITE LABORATORIES, INC. 
Newark, N. J. 
Booth 6 

Complete information regarding White's Sulfathiazole Gum 
—one of the latest developments in the field of oropharyngeal 
chemotherapy. 

White’s ‘Diagnostic Aids to Vitamin Deficiency States” 
will also be available. 

Review of the latest clinical reports on the results of the 
use of White’s Vitamin A and D Ointment in the treatment 
of burns, abrasions and indolent ulcers. 


WYETH INCORPORATED 
(S.M.A. Corporation Division) 
Philadelphia, Pa. 

Booth 36 
Up-to-the-minute information on Infant Feeding and 
Nutritional Biochemicals can be obtained at the S.M.A. Cor- 
poration exhibit. Of particular interest to most physicians is 

the new protected Vitamin A product Caritol. 


WYETH INCORPORATED 
(John Wyeth & Brother Division) 
Philadelphia, Pa. 
Booth 37 
You are cordially invited to visit the Wyeth exhibit where 
Bepron, Amphojel, Phosphajel, Kaomagma, Silver Picrate, 
B-Plex and other pharmaceutical specialties will be featured, 


WYETH INCORPORATED 


(Reichel Division, Biologicals) 
Philadelphia, Pa. 
Booth 38 
You are invited to visit the Biological Division exhibit 
where representatives will be pleased to explain the uses of 
the Wyeth Allergenic Diagnostic Equipment. 


ZIMMER MANUFACTURING CO. 
Warsaw, Indiana 
Booths 19-20 

Zimmer Manufacturing Co. will exhibit a full line of splints 
and bone instruments, The Corbett Finger and Thumb Splints 
will be featured among the new items on display. Complete 
demonstrations of the Zimmer Reduction-Retention Apparatus 
will be given upon request, and pictures showing the results 
of its use will be on display. The new Stryker Screw Driver 
will be of special interest to surgeons who are partial to 

bone plating operations. 
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(Continued from page 329) 

tecommends his admission to membership in the 
Academy. Having heard the report, the Academy 
proceeds to vote, after which the president announces 
the admission of Mr. Philibert Dubois as Titular 
Member of the Academy. 

Mr. Menuret reads the Metereo-Pathological chart 
of the three weeks passed since the last meeting. The 
warm, dry and unchanged temperature of the first 
week became unsettled and disturbed by the thunder- 
storms in the second, and finally humid cold and near 
freezing in the third. 

The blood congestion in the anatomic regions were 
frequent, especially in young individuals. Eruptions 
not having the characteristics of measles, biliary 


vomiting and diarrheas of the same type signalized 
the first peculiarities of that particular period, and 
toward the end of that time various catarrhal diseases 
and, above all, acute rheumatisms were noted. 

’ Mr. Menuret remarked that he had knowledge of 
some facts which seem to indicate that garments 
bleached with bleaching liquid (Hau de Javelle) pro- 
duce skin irritations which manifest themselves by 
itching and the formation of blisters similar to those 
produced by nettle. ; 

The secretary read an observation communicated 
to the Academy by Dr. Vernnes, Surgeon of the Civil 
and Military Hospital of Niorto, and one of his 
collaborators, concerning a laborious accouchement 

(Continued on page 336) 
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Report by the Minister of Health and the Secretary 
of State for Scotland on a National Health Service. 
Presented to Parliament by Command of His 
Majesty. Macmillan Co., London, 1944. 


all phases of public and individual health on a 

national scale for the whole population, comparable 
in scope and organization to such public services as 
Water Supply and Highways. This is in accordance 
with, and a part of, the total Social Security program 
described in the White Paper or the Beveridge Plan. 
The Paper is of great interest to medical men the 
world over, indicating the pattern for complete social- 
ization of the medical services, as the initial ste 
toward radical social changes of the postwar period, 
which will undoubtedly affect many countries, par- 
ticularly those highly industrialized. 

The Paper outlines a comprehensive plan providing 
for the organization and integration of all health 
services, facilities, equipment and personnel, for con- 
tractual allocation of medical practice, and for the 
location of additional health centers to serve com- 
munities needing health facilities in which all phases 
of medical care are provided for. It provides for the 
absorption of existing services administered under 
local authorities with necessary changes in organization 
and administration, also for a high degree of central 
control over general practice. The practitioner would 
be limited as to the number of patients he might treat, 
the area in which he might practice, the consultant 
and the hospital he might choose for his patient. He 
would receive compensation from the government 
through his contractual agency, the Central Medical 
Board. It also provides for participation under con- 
tract by the existing private hospitals and consultant 
services under government-stipulated conditions, iden- 
tical with those of the Public Hospital system. 

It is admittedly a political form of organization 
resting on the “principle of public responsibility,” 
declaring that “Decisions on policy must lie with 
elected representatives answerable to the people.” 

While the Plan speaks of joint authority, central 
and local organization and administration, in effect, 
the central authority, the Minister of Health, initiates, 
decides and dictates; assuming all the authority and 
responsibility of the service, detailing the execution 
and administration to local government units. It 
allows local government authorities to plan for their 
areas, to make recommendations and to consult with 
the central authority. The latter decides. It allows 
medical experts to recommend, assist, give technical 
guidance, expert opinion and be responsible to the 
central authority. 

The Report represents as its purpose the establish- 
ment of this comprehensive health program on a 
voluntary basis. Since the program includes all ser- 
vices and is paid for by taxation on a basis of total 
coverage for every individual, the voluntary phase of 
the plan is therefore totally submerged. The indi- 
vidual who will not accept it will pay for it never- 


i is the intention of the government to organize 
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theless. The physician or specialist will be forced 
into this system for lack of private facilities and 
private patients. Private facilities and practice will 
be starved through the scarcity of patients willing to 
pay for such services in addition to their share of 
taxes, and thus will be forced out or into the national 
health organization. At most, private medical prac- 
tice will be limited to such physicians whose patients 
can afford to write off their personal contribution in 
taxes for the health service as a philanthropy. 

From the point of view of the physician, the paper 
offers no desirable program of organization or 
operation. 

From the point of view of the average citizen a 
free medical service administered on the basis of a 
public utility such as the Highways, would be tempt- 
ing. Travel on such Highway is sure to be rough but 
it would serve him in fair weather or foul—he would 
get there somehow. 

From the point of view of the State, the Paper does 
not accomplish what it sets out to do. It accepts the 
premises of voluntary participation, personal and 
family doctor relationship with freedom of choice 
and proceeds to nullify them. It sets out to give the 
best and produces the mediocre. The Plan also has 
great possibilities for favoritism and corruption. 
There is no doubt but what the political setup would 
serve well those in power. 

Simon REISLER. 


Emergency Surgery. Hamilton Bailey, F.R.C.S., Sur- 
geon, Royal Northern Hospital, London, Eng., 
Ed. 5. 969 pp., 1039 figs. John Wright & Sons, 
Ltd., Bristol, 1943. 


P until some years ago, the Emergency Surgery 
of Lejars was considered the final authority on 
the subject. This reviewer believes that there 

is no better successor to that classic work than Bailey’s 
Emergency Surgery, which now appears in its Fifth 
Edition. 

The multiplicity of hardships with which this edi- 
tion was beset is remarkable. No one but an author 
can appreciate the discouragement of having his labors 
of over twenty years destroyed by bombs. That is 
what happened to the basic materials composing 
Bailey’s first four editions. To add greater com- 
plication to an already distressful situation, when 
this Fifth Edition was nearing completion, the bombs 
fell again. Fortunately, the illustrations were saved, 
although the original blocks had to be remade and 
the type reset. 

But these almost insurmountable difficulties only 
hardened and stimulated Bailey to greater achieve- 
ment. Consequently, this Fifth Edition is a magnificent 
contribution to contemporary surgical literature, and 
brightly outshines the last edition, which was in itself 
an excellent work. Comparing the Fifth Edition with 
its predecessor, one finds many chapters completely 
revised, and many augmented, rearranged and em- 
bellished. 
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The opus comprises 76 chapters, each one replete 
with instructive, up-to-date and impressive material. 
The work is conspicuous by the absence of padding. 

The illustrations are a joy to the eye and have 
high didactic value. Particularly are the colored 
plates praiseworthy. This is especially true in the 
chapters on strangulated hernia, intestinal obstruc- 
tion, etc. In thumbing through, for example, the 
chapter on appendicitis, one finds a wealth of ma- 
terial encompassed in pages 90-114 inclusive. This 
chapter should be read and reread, and read again, 
and he who is beginning the practice of medicine 
should memorize every word. Besides, one will easily 
retain in his memory the beautiful colored illustra- 
tions (pp. 104-105-107) depicting the details of re- 
moving an appendix. Such illustrations embellish the 
text throughout. 

Bailey obviously is one of the broad and sympa- 
thetic individuals who gives credit where credit is 
due. At the end of each chapter are bibliographic 
references and citations of much value. 

To analyze the various chapters would lead us too 
far afield. This reviewer finds difficulty in pointing 
out the scintillating highlights, for the entire text is 
illuminating. Suffice it to say that this work, which 
has penetrated by its own merits the various paths 
leading to the abode of the surgeon, will continue to 
do so in an augmented manner. 

Chapter 67 (The Eye and the Orbit), is contributed 
by Eugene Wolff, while Chapter 70, dealing with con- 
ditions of the.nose, naso-pharynx, and nasal sinuses, is 
the work of Eric Watson-Williams. They are excellent. 

The book is concluded with an appendix which em- 
bodies the latest contributions to the surgical entities 
discussed. 

This reviewer cannot resist citing at least one 
example of the fertility and brilliance of Bailey’s pen. 
On page 921, an excellent paragraph on cardiac 
massage describes vividly a visit to a patient with 
“blue asphyxia,” in whom all signs of life had ceased, 
and who was restored by cardiac massage continued 
for some seconds. Cardiac arrest in this case was at 
least 12 minutes or longer. The style of presentation 
is vivid and impressive here and keeps the reader 
fascinated. Thus, throughout the text is free from 
the dry, tiring quality so often encountered in tech- 
nical writings. 

The work concludes with a glossary of anatomic 
terms. This reviewer regrets that anatomists have 
seen fit to expunge the names of the masters of 
anatomy in the new nomenclature. Such names as 
Douglas, Poupart, Gimbernat, Cooper, Winslow, Sten- 
sen, Retzius, Zuckerkandl, Vater, Hunter, Scarpa, and 
others—all masters of the past—who contributed so 
much to our art and science are forgotten and other 
(“modern”) terms deliberately substituted. This re- 
viewer is fully acquainted with the whys and where- 
fores set forth by the originators of this change, but 
he still maintains that the luster of the laurels of 
the time-honored “palmam qui meruit fereat” should 
be kept untarnished. 

The index is as complete and thorough as the text 
is excellent. The binding and printing are of high 
caliber. No student, surgeon or general practitioner 
ean afford to be without this book. 

MAX THOREK. 


Intracranial Arterial Aneurysms. Walter E. Dandy, 
Adjunct Professor of Surgery in the Johns Hop- 
kins University. 147 pp., 55 figs., tables A to G. 


$2.50. Comstock Publishing Co., Ithaca, New 
York, 1944. 


HIS book gives the author’s findings in 108 

patients suffering from aneurysms within the 

cranial cavity disclosed at operation, necropsy or 
both. He emphasizes the generally accepted theory 
that most of these lesions are congenital malforma- 
tions and therefore occur at any age and are apt to 
show up in early life. The inclusion of a chapter by 
Doreas Hager Padget on the Embryology and Anat- 
omy of the Circle of Willis describing the variations 
in the arrangement of the arterial tree to the brain 
adds greatly to the understanding of the hazards of 
the surgical cure of intracranial aneurysms. Dandy 
warns against total ligation of the internal carotid 
artery without first testing the patient’s tolerance to 
closure by manual ocelusion of the vessel in the neck 
for a period of 10 minutes. He recommends this test 
preoperatively in all lesions about the sella in order 
to know what the patient’s reaction will be should an 
aneurysm unexpectedly be exposed. Where complete 
ligation is impossible, he advises partial closure by a 
facial band, which slowly produces a complete occlu- 
sion and at the same time permits an adequate col- 
lateral circulation to develop. When complete ligation 
is permissible the carotid artery is ligated in the neck 
and beyond the aneurysm intracranially, preferably 
doing the intracranial ligation first. In sacculated 
aneurysms it is sometimes possible to clip its neck 
and remove the sac. The author’s experience indicates 
that these lesions are particularly amenable to cure 
by surgery with a relatively low mortality. The well- 
read neurologist or surgeon will surely digest every 
detail in this instructive book by the world’s foremost 
neurologic surgeon. 

RUDOLPH JAEGER. 


Surgery of Modern Warfare. In six parts. Edited 
by Hamilton Bailey. Part V, pp. 717-896, 115 illus. 
E. & 8. Livingstone, Edinburgh, 1944. (For review 
of Parts I and II, see the March-April issue; for 
review of Parts III and IV, see the May-June issue.) 


concludes the Section on Wounds of the Head 

and Neck. Section XVI on Otorhinolaryngology 
in Relation to War Injuries contains much pertinent 
information on injuries to the ear, air passages and 
air sinsuses, wounds of the orbit and non-perforating 
and perforating wounds of the eyeball. An excellent 
section on Wounds of the Trunk includes such topics 
as “Wounds of the Thorax,” “The Evolution of the 
Abdominal Surgery of War,” “Laparotomy for War 
Wounds,” “Intraabdominal Procedures, Including 
Wounds of the Small Intestine and Mesentery,” 
“Wounds of the Stomach, Duodenum, Liver and 
Spleen.” First-aid and operative treatment of head 
wounds, complications and how to meet them, dress- 
ings, nursing and general management are thoroughly 
described. It is brought out that expediting collection 
of the wounded and accurate first aid will lower the 
mortality rate in chest wounds. Use of magnetism 
in removal of foreign bodies from the eye is given 
much space, and the effects of gas on the upper air 
passages noted. Part V is a valuable addition to the 
preceding volumes of the series. ‘ss 
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(Continued from page 833) 

which he was called to terminate, and which was caused 
by the extraordinary size of the fetus resulting from 
an effusion of water in the abdomen of the fetus. 

During the discussion of the details of the autopsy 
of the fetus, Dr. Legallois took occasion to remark 
on the absence of blood observed in children who died 
some time before delivery. 

The observation of Mr. Vernnes was turned over 
to Mr. Legallois with a request to make a report on 
this case, adding his own and personal observations 
in similar cases. 

The agenda being exhausted, the President ad- 
journed the meeting. 

Signed: Guillotin, President. 
. (Signature), 
Secretary. 


MA. . 


Guillotin’s life was an active existence 
replete with excitement, harassments 
and problems peculiar to the period in 
which he lived. He was a champion of 
scientific advancement, an investigator 
and a true Aesculapian. 
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